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DAME NITA BARROW 


Governor-General of Barbados 
until her death in 1995 


Director of CMC 1975 - 1981 


In this double issue of Contact, we are 
delighted to share with readers “The 
CMC Story”. It analyses the work of the 
Christian Medical Commission in a way 
which reminds us of what has been 
achieved and helps us to rethink where 
Christian health and healing should be 
heading in the future. 


_ Stimulated thinking 

Over the past 30 years, the CMC has 
changed thinking on health both within 
the churches and in the international 
arena. In the early days, it stimulated 
the World Health Organization (WHO) 
into early discussions about primary 
health care. Then, by becoming the 
first major non-governmental organi- 
zation (NGO) with an official relation- 
ship with WHO, it strengthened the 
foundations for a more public and com- 
munity oriented approach to interna- 
tional health policy. Its campaigns — to 
promote breastfeeding and to limit “do- 
nations” of expired, useless and even 
dangerous medicines —have produced 
changes in thinking and policy both at 
WHO and within governments and 
transnational corporations. 


Changed attitudes 

Most recently, the renamed CMC - 
Churches’ Action for Health has 
changed attitudes within the churches 
towards those infected with HIV or 
suffering from AIDS. For several years 
after the epidemic began, there was 
considerable prejudice, ignorance and 
often moral condemnation in commu- 
nities and churches. Since then, many 
churches have become role models of 
safe and welcoming centres for those 
living with AIDS.. 


EDITORIAL 


Shaped concepts 

Throughoutthe years, CMC has helped 
shape concepts of “health”. Many of 
the NGOs and networks which have 
evolved more recently have adopted 
the “wholistic”, or whole person, 
approach in which peace of mind, rela- 
tionships with others, and a person’s 
social, economic and cultural situation 
are seen as crucial to an understanding 
of the root causes of ill-health. 


Promoted peoples’participation 
From its establishment in 1968, CMC 
has promoted a “bottom up”(or people- 
and community-determined) rather than 
a “top down” (government service- or 
health professional-determined) model. 
Today, nearly all justice-minded devel- 
opment groups have embraced CMC’s 
fundamental principle of 
peoples’ participation in 
decision making on is- 
sues affecting their own 
health and development. 
The practical benefits of 
CMC’s approach and em- 
phasis have been repeat- 
edly documented in 
Contact. 


CMC’s’ ideals and 
achievements are high- 
lighted throughout “The 
CMC Story”. The final 
chapter “At the cross- 
roads” poses questions 
for the future. Do let us 
know which ones you fee! 
are the most important. 
We would like youto send 
your comments on the 
sheet found on page 53. 
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EDITORIAL 


Church community action 
at the Ephisus Church, 
Katutura, Namibia 


Peter Williams/WCC 


EDITORIAL 


The “CMC Story” was written by Gillian 
Paterson, author of “Whose Ministry?” 
and “Love in a Time of AIDS”, both 
WCC publications. Gillian made her 
writing a highly participatory process, 
and | would like to take this opportunity 
to thank Gillian and others involved in 
developing this issue. 


Future of Contact 

Thanks to the tremendous support of 
readers, and particularly to participants 
at a WCC meeting in March, Contact 
will continue publication. Appearing 
quarterly (rather than every two 
months), it will become the responsibil- 
ity of a partnership of CMAI —the Chris- 


tian Medical Association of India; WCC; 
DIFAM, the German Institute for Medical 
Mission in Tubingen; and MCS, the 
Medical Coordination Secretariat of the 
Netherlands. From January 1999, 
Darlena David, who works at CMAI, will 
take over as editor, producing her first 
issue from the WCC Eighth Assembly 
in Harare, Zimbabwe. 


Like myself, | am sure all Contact 
readers will want to congratulate 
Darlena on her new position, and to 
wish her all the very best for a very 
bright future. 


Diana Smith 
Editor 
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THE CMC STORY 


Happy Birthday! 
Imagine that it is June 1968. The world 
is changing. In Latin America, there is a 
strong liberationist force struggling to 
transform authoritarian and unjust struc- 
tures. In Asia and Africa, colonialism is 
in retreat. In its wake, it leaves poverty, 
uncertainty, and in some places civil 
war. It leaves governmental, military 
and civil institutions modelled on those 
of the colonialist powers, with western 
values and expatriate staff. But for all 
that, there is optimism. A new 

and more democratic world 
order is possible. There is ~ 
the conviction that the 
dispossessed will at 
last come into their 
own. There is the joy 

of liberation inthe air. 
There is hope. 


In the industrialised 4 5 
countries of the : 
West, it is the boom- d 
ing sixties. It would § 
be a happy time, but 

for the underlying anxi- 
ety about the future. The 
tides of Empire on the ebb, 
what will now be the relation- 

ship between South and North? 

How does one protect oneself from the 
ideological and military threat from the 
eastern side of the iron curtain? And 
how to ensure that newly independent 
countries in the South do not fall under 
communist influence? The world is full 
of hidden dangers. By the end of 1968, 
Soviet tanks have rolled into Czecho- 
slovakia and US forces are “defending 
democracy” in Vietnam. 


3 


The churches are changing, too. The 
Western missionary church, so closely 
tied in with the colonialist agenda, is 


aad «Weed Sa oe 
nappy Durihday 


1968 - 1998 


by Gillian Paterson 


gradually handing over to national 
churches who are asking to run their 
own affairs. In the Roman Catholic 
church, preparing for the Second 
Vatican Council, the idea of Christianity 
as a force for change has taken root. At 
Medellin, in Colombia, the Bishops’ 
Conference of Latin America sets out 
the basis for a renewed theology which 
looks to the oppressed to set the agenda 
for the people of God. At the WCC 
Assembly in Uppsala, the Council’s 
member churches promise to 

take a lead in development 

and aid, and to give priority 


of the poor. 


Small beginnings 

In Geneva, a little 
group of people 
gathers, called to- 


gether by the World 
Council of 
Churches. The 


Christian Medical 
Commission, under 
its first director James 
McGilvray, has been 
charged with the respon- 
sibility to promote the coordi- 
nation of national church-related 
medical programmes, and to engage in 
study and research into the most 
appropriate ways in which the churches 
might express their concern for total 
health care. 


But that was then. Thirty years on, it is 
now 1998. Anew millennium is just over 
the horizon. This year, CMC celebrates 
its thirtieth anniversary. We wish the 
CMC-Churches’ Action for Health, and 
all the thousands of people who have 


_ been involved in its work, a “Happy 


Birthday”. 
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to justice and the voice © 


THE CMC STORY 


WCC member 
churches promise 
to take a lead in 
development and 


-- aid, 


Chris Black/WCC 


THE CMC STORY 


As the millennium 
approaches, what might 
the role of a global 
Christian health 
network be? 


Street children at WCC’s 
Conference on World 
Mission and Evangelism, 
Bahia, Brazil, November 
1996. 


INTRODUCTION 


TOWARDS HARARE 


Today, CMC-Churches’ Action for 
Health is at-a crossroads. It is part of the 
World Council of Churches (WCC), a 
fellowship of churches from around the 
world which is currently taking a radical 
look at the way it should be structuring 
its mission. Fhis involves rethinking the 
way in which its different priorities relate 
to each other. Health is structured at 
present within the unit that deals with 
evangelism, education and mission. But 
there are important connections 
between the health agenda and that of 
the units focusing on faith and order, 
justice and peace, and service and 
sharing. The new relationships within 
WCC should make it possible for its 


member bodies to think about health - 


and healing from a much broader base. 


Thirty years ago, there seemed nothing 
strange in big, centralised, Europe- 
based organizations like WCC setting 
out to speak for everyone. But the world 
has moved on since those 
early days. Things that 
worked well in the late 
1960s may no longer be 
appropriate in the late 
1990s. From now on, the 
WCC in Geneva will be 
structured as a 
coordinating secretariat 
with a minimum staff, in 
recognition of the fact that 
the real action—and there- 
fore the most pressing 
need for resources — is at 
the regional, national and 
grassroots level. The 
Eighth Assembly of the 
WCC, which will take 
place in Harare, 
Zimbabwe, in December 
1998, will be the place 


where other important changes in self- 
understanding and internal Ae. 
tion of the WCC take place. 


As part of the restructuring, this double 
issue will be the final edition of Contact 
to come exclusively from the WCC. 
From now on, a partnership of the WCC 
and three Christian health agencies will 
produce Contact (see Editorial). So this 
is an excellent moment for looking back, 
not just on past glories, but on past 
realities, and on what, over the years, 
has made the Christian Medical Com- 
mission such an exciting family of which 
to be a part. 


A future role 

But times of change are also moments 
for looking forward, for dreaming dreams 
and seeing visions. As the millennium 
approaches, what might the role of a 
global Christian health network be? The 
promotion of the philosophy of primary 
health care (PHC), which was part of 
what made the CMC experience such a 
compelling one in the early days, has 
led to disappointments. Its promotion 
has not brought about the structural 
changes needed to alleviate the poverty 
that causes much of the world’s ill- 
health. Today, the effect of market 
forces’ economics in a globalizing world 
is increasing the gap between rich and 
poor, and the emphasis in PHC is on 
sustainability and long-term mainte- 
nance, and on the experience of digging 
in for a long struggle. 


All the PHC issues remain important. 
Gender issues and the position of 
women, disability, rational use of drugs, 
inequitable use of resources, scarcity 
of funding: these will continue to be 
important challenges for any organiza- 
tion concerned with community-based 
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health care among poor people. They 
are the challenges which Contact 
readers face every day. They are vitally 
important, and they will always be with 
us. 


But the early excitement of CMC 
stemmed from the fact that it was a 
think-tank for ideas. It attracted some 
extraordinary people, from all over the 
world. Some had come from a back- 
ground in medical mission, seen the 
limitations of the mission hospital, and 
found themselves swept up in the move- 
ment to make primary health care hap- 
pen. Others were theologians, church 
people, politicians and academics. 
Today, in most countries, PHC is widely 
discussed and accepted but its under- 
standing is far from the visionary dream 
which fired so many with energy and 
enthusiasm in the early days. The 
disappointments came because many 
of the basic principles of PHC (see 
page 13) were not taken to heart, often 
resisted by key elements in govern- 
ments and medical establishments. 
Most crucially, PHC came to be under- 
stood as a fragmented series of services 
— immunization and family planning for 
example — instead of a comprehensive 
and participatory initiative leading to a 
major reallocation of resources. 


Which way now? 

The true prophet always operates from 
outside the system. What are the 
prophets saying today? Here, on the 
cusp of change, the time has come to 
listen very carefully for the still small 
voices which may just be articulating 
the major themes of the future. Contact 
readers will be among those voices. 
Where will they come from? In recent 
years, CMC has taken the lead in WCC’s 
work on AIDS. Maybe there are voices 
coming from the experience of living or 
working with HIV which might help set 
the agenda for the future. Or how about 
the Health, Healing and Wholeness 
study of the 1980s? What, in our violent, 
battered, confused world, do we mean 
today, when we talk about the healing 
ministry? Has the moment come, 
perhaps, to reclaim that ministry for and 
with the churches? 


After each section of this issue, there 
are some suggestions designed to help 
you relate the-story-so-far to your own 
situation, and also some suggestions 
for biblical work which might light up 
your thinking. At the end, we have set 
out the themes and concerns that have 
been identified as concentration points 
for the CMC family, with the support and 
special guidance of the WCC. These 
have come up at recent international 
meetings. We hope you will read them 
carefully and we encourage you to write 
your comments on them, or offer other 
suggestions. To do this, we have 
included aresponse sheet that we invite 
you to send to our Geneva address. 
Readers’ responses will be used by 
staff in discussions with the CMC family 
for the fine-tuning of their own work and 
for ideas for themes in Contact or other 
educational resources. 


At the WCC Assembly in Harare, in 
December, there will be hearings and 


“padares” or workshops, where the del-- 


egates will report and discuss many of 
the key issues affecting the life and 
witness of the churches today. Among 


-them, of course, are 


issues of health and 
healing. All these 
discussions will 
have a bearing on 
the shape of the 
future work of the 
WCC. 


As the WCC 
restructures, the 
continuation of the 
link with you, your 
communities and 
the people with 
whom you work, 
through Contact, 
will be essential to 
Our common 
involvement in 
health and healing. 
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INTRODUCTION 


But the early excitement 
of CMC stemmed from 


the fact that it was a 
think-tank for ideas. 


A beggar and her child in Berlin, 
Germany 


Wolf Kutnahorsky/WCC 


THE CMC STORY 


CHAPTER ONE 


THE QUEST FOR HEALTH 


Mr James (Mac) McGilvray 
(left) with Dr Martin Scheel, 
Director of DIFAM during 
Tubingen | and II. 


The young CMC was 
born out of a long history 
of Christian involvement 
in health care. 


Writing a history of the Christian Medi- 
cal Commission is a confusing experi- 
ence until you have grasped one very 
important fact: that certain key, agenda- 
setting things happened before the 
Commission itself existed. 


The young CMC was born out of a long 
history of Christian involvementin health 
care. For over ahundred years, medical 
work had provided one of the main 
focuses for Christian missionary work, 
the others being education and church 
planting. As a result, there were more 
than 1,200 Christian hospitals in the 
world relating to member churches of 
WCC alone. What, if any, was the 
strategy behind their work? What was 
the healing ministry basically for?’Was 
it a means of making converts? Were 
Christian health professionals just filling 
gaps in locations (for example by pro- 
viding services in remote rural areas) 
and specialities (leprosy, for instance) 
which were unattractive to others? 


There were many people working in 
Christian medical situations who 
believed that there was in fact a unique 
Christian understanding of health and 
healing, which should inform and colour 
the way the churches handled the 
current time of change. In 1964, WCC 
and the Lutheran World Federation 
(LWF) decided to sponsor a consulta- 
tion on these issues. In parallel, they 
initiated a series of surveys which would 
do two things. First they would discover 
the relevance of Christian medical work 
to the existing needs of people in the 
developing world; and then they would 
look at the relevance of this work to the 
churches themselves at local and 
national level. 


The first consultation — taking place in 
1963 at DIFAM (German Institute for 
Medical Mission) — came to be known 
as TUbingen |. Having reached the 
conclusion that health care was more 
than mission hospitals, it set in motion 
a process aimed at establishing what, 
in a post-colonialist world, the role of 
“medical mission” might be. 


Tubingen | recognised that the 
Christian gospel was more concerned 
with the sick person than with the 
particular sickness and that the sick 
person was part of an environment 
and a community which also stood in 
need of healing. 

James McGilvray, first Director of CMC 


The report that emerged from this 
meeting was called The Healing Church 
(WCC 1965). From the regional consul- 
tations that followed the first Tubingen 
meeting, and from the surveys commis- 
sioned by WCC and LWF in 1963, came 
the evidence that set the agenda for the 
second Tubingen meeting in 1967, and 
ultimately for the Christian Medical 
Commission itself. 
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The first group of country-wide surveys, 
that led to CMC’s formation, were 
requested by the Protestant churches 
of Kenya, Uganda and Nigeria. They 
were closely followed by Malawi, where 
by happy chance the Roman Catholic 
church was also involved. Then came 
Cameroon and Indonesia, and then 
India, and so on. The Quest for Health 
and Wholeness, James McGilvray’s 
outstanding account of the 1960s and 
1970s, contains a detailed report of the 
findings of these surveys. But in a 
nutshell, what they found was the 
following: 


* Thechurches collectively were making 
a considerable contribution to the 
countries’ medical facilities (for exam- 
ple 43% in Tanzania, 26% in Taiwan, 
13% in Pakistan). 


Governments, in formulating devel- 
opment plans, tended to ignore the 
contribution of the churches, claiming 
that the lack of coordination between 
the churches made it impossible to 
work with them. 


Ninety-five per cent of the churches’ 
medical activities were focused round 
curative services in hospitals and 
clinics, run mainly on Western models. 
Little was being done to promote 
health and prevent disease. 


The cost of operating these institu- 
tions was increasing annually by about 
four times the increase in per capita 
income. As a result, higher fees had 
to be charged, and the services 
became inaccessible to the poorest 
people. 


The location of the units tended to be 
determined not by health needs but 
by proximity to ecclesiastical (church) 
headquarters, leading to duplication. 


In a word, there was an urgent need, in 
relation to medical provision, for col- 
laboration and cooperation between the 
churches at national level so that scarce 
resources could be used more effec- 
tively, and negotiations with govern- 
ments made possible. The current 
multiplicity of bi-lateral relationships 
between individual churches and “their” 
mission agencies, “their” hospitals was 


exacerbating divisions at country level. 
Unless there was some kind of ration- 
alisation of efforts, the bulk of their 
programmes would, before long, face 
closure. 


The brief for the second Tubingen con- 
sultation, held in 1967, was to explore 
the relationship between healing and 
saivation. But the 1960s had seen an 
explosion of interest in medicine in the 
developing world; there was greater 
understanding of the significance for 
the health agenda of socio-economic 
factors; and participants had far more 
data — more, at any rate than those who 
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There was greater 
understanding of the 
significance for the 
health agenda of socio- 
economic factors. 


took part in TubingenI—to enable them ~ 


to evaluate the actual role of the church 
in this field. The discussions that took 
place at Tubingen II, therefore, were 
much more concerned with finding a 
role for the church itself to play in an 
exciting and fast developing story. 
Bishop lan Ramsey commented that 
they seemed to have invented an 
entirely new, liberated process for theo- 
logical reflection, grappling with the 
problems and issues implicit in the 
context, allowing new insights to 
emerge, allowing these insights to throw 
light on the gospel, then bringing this 
illumination to bear on the particular 
problems before them. 


The report, when it came, was entitled 
Health - Theological and Medical Per- 
spectives. It consisted of just five papers, 
of which shortened versions are 
included in the back of James 


Girls and women in Central 
America demonstrate for health 
and work. 


SALUD si } 
CANTINA no 


se 
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THE CMC STORY 


CMC had first to identify 
and communicate the 
vision, and then 

to enable it to happen. 


McGilvray’s The Quest for Health and 
Wholeness. They were On Death by a 
physician and religious sister, Sister 
Mary Luke; Health and the Congrega- 
tion by Dr RA Lambourne; The Sacra- 
ments in the Churchby Dr David Jenkins, 
theologian; /mplications for Medicine 
by Dr T F Davey, a physician; and The 
Medicine of Poverty by Dr Aart H von 
Soest, aphysician. Between them, with- 
out providing real answers, these 
visionary papers set the agenda for the 
Christian Medical Commission, which 
started work, a year later in May 1968. 
For discussion: Isaiah 61, 1-6. It gives people great 
confidence when they believe they are doing God's 
will, particularly if it is a group of people working 
together. How would you know if the spirit of the Lord 


was upon you? Does the fee give any clues? 
Have you ever felt like that’: 


Prophet and broker 


CMC’s importance was determined by 
the fact that it came around at the right 
time and it was possible to utilise the 
“kairos” of that time. New independent 
nations and churches in the former 
“mission lands” made it imperative to 
find new solutions for the healing 
mission of the churches and the 
CHURCH. Handling the medical 
mission heritage dominated during the 
first years. 

Hakan Hellberg, 1998 


The first meeting of the Christian Medi- 
cal Commission took place, in Geneva, 
in September 1968. CMC had an initial 
five year mandate. In effect, it was to be 
both prophet and broker. It had first to 
identify and communicate the vision, 
and then to enable it to happen. Its 
tasks were: 


a) to help the churches in their search 
for a Christian understanding of 
health and healing 


b) to promote innovative approaches 
to health care 


c) to encourage church-related health 
care programmes to collaborate with 
each other. © 


The statement that came out of that 
meeting was called The Commission’s 
Understanding of its Task, and much of 
it is as relevant today as it was thirty 
years ago. Here is the first paragraph: 


“While we are justifiably entitled to 
pride in reviewing the legacy of 
Christian medical work, we realise that 
some of the earlier initiatives are no 
longer open to us and that we must 
search for a new relevance today. Part 
of what was distinctive in Christian 
medical programmes was their 
pioneering nature — in offering medical 
care to those who otherwise would be 
destitute. However, today, govern- 
ments and secular services are in- 
creasingly offering such services, and 
we must discover how our pro- 
grammes can be coordinated with 
theirs. This is not to say that the 
pioneering aspect of our services is 
over. There are whole new dimensions 
of pioneering possibilities which are 
still open to us. Yet in the discovery of 
them we must always be aware that 
relevance is always relative. What is 
relevant today may be quite irrelevant 
in the days to come, and so we must 
always be open to renewal as we 
search for the appropriate ways in 
which the church can bring healing 
and wholeness to man.” 


Nine main priority areas were identi- 
fied: 


¢ Comprehensive health care 

¢ Community organization 

* Cooperation with governments and 
other agencies 

¢ Inter-church coordination and coop- 
eration 

¢ Planning mechanisms appropriately 
structured in regional and local 
organizations 

¢ Re-orientation of personnel 

¢ Need for administrative reorganiza- 
tion 

¢ Data systems 

¢ Facing the problems of population 
dynamics. 


And so the search for programmes 
began..CMC had a tiny staff and no 
funds to hand out. It was an enabling 
and supporting organization. When it 
identified an innovative programme, it 
would use the Commission’s contacts 
to get funding for its work, and put its 
organizers in touch with people doing 
similar work elsewhere. 


It difficult for us, today, to understand 
why the desirability of its objectives was 
not more obvious at the time. In many 
countries, in the 1950s, the principle of 
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“letting the people choose” was already 
accepted. In West Africa, India and 
elsewhere, there had been an empha- 
sis on the establishment of basic health 
services in terms of village clinics, health 
centres and dispensaries. But in the 
1960s and 1970s, the aid programmes 
of western governments were still 
geared to the creation of big hospitals 
‘and medical schools. Mulago (the hos- 
pital and medical college of Makerere 
University in Kampala, Uganda) was a 
gift from Britain; in Liberia, the John F 
Kennedy Memorial Hospital was given 
by the government of the USA. These 
hospitals absorbed a large part of the 
health budgets of both countries, pre- 
venting the development of more local 
health services that might have helped 
poor people; and then, because there 
was no effective filtering process, they 
became in effect the district hospitals 
for the capital cities, Kampala and 
Monrovia. All over the world, the “top- 
down” mind-set turned out to be hard to 
shift, primarily, one suspects, because 
it protected the professionals and 
because the people who made the 
decisions benefited from it. 


Then in the early-1970s, news started 
to emerge from China of a revolution- 
ary new medical system which started 
at the base, with health workers cho- 
sen by the community. It set out to 
ensure that medical care would be avail- 
able to all. Contact devoted an entire 
issue to “China and the less developed 
nations” in December 1972. It con- 
cluded that “many third world nations 
have followed patterns of development 
which have better suited the demands 
of former colonial masters rather than 
their own present needs.” The Chinese 
alternative, it suggested, stressed rural 
rather than urban health care, preven- 
tive rather than curative services, and 
the use of medical auxiliaries as a 
means of supporting highly trained 
doctors. But the new system was partly 
discounted in the West. How could a 
“barefoot doctor” with no medical edu- 
cation do a proper job? How could 
quality be maintained in this situation? 
Western governments came readily to 
the conclusion that such an approach 


could function only in a system very 
different from their own. 


Those who were involved with CMC at 
the time describe vividly the tremen- 
dous excitement of those early days, 
the sense of adventure, of being at the 
forefront of a movement that seemed 
set to change the world. Its aim was the 
reorientation of Christian medical work 
towards health care that started with the 
community, and which focused on pre- 
ventive activities as much as the 
treatment of disease. This would be 
done through the creation of structures 
and practices that would enable national 
and local churches to collaborate, both 
with one another and with governments. 
What did this look like in practice? The 
story of Jamkhed is an example (see 
box next page). 


Today, this style of working is so familiar 
that it is hard for young professionals to 
imagine the newness and excitement of 
it all to those who were involved. 


“| knew that health work was more 
than tablets and operations. But | felt 
isolated in that knowledge until one 
day, in the mail, | received the 1968 
Tubingen report. It sought to bring 
back the spiritual role of healing, and it 
made connections between the mis- 
sion of the church and what goes on in 
health care. It confirmed my belief that 
the roots of suffering are in the com- 
munity. Those pioneering days were so 
exciting. We felt we were part of a 
world-wide movement that would 
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‘A barefoot doctor (left) serving 
the family of a rural herdsman. 


The Chinese alternative, 
it suggested, stressed 
rural rather than urban — 
health care, preventive 
rather than curative 
services, and the use of 
medical cuxiliaries as d 
means of supporting 
highly trained doctors. 


THE CMC STORY 


Jamkhed, Maharashtra: a new experience in Christian medical work in India 


Jamkhed is a small market town, the centre of a__ other illnesses, thus reducing the stigma attached 
poor rural area in central India. Mabelle and to the condition. 

Rajanikant Arole arrived there in 1969, having The logical next step was to have a village health 
agreed with community leaders to explore the pos- worker in every community. But young auxiliary 
sibility of setting up a community-based health purse midwives did not like going and living in the 
programme in the thirty villages in the surrounding villages. Their level of achievement was therefore 
area. Four years working in a rural hospital had relatively low, although their pay was substantial. 
convinced them that all they were doing was treating Furthermore, there was no real need for highly 
the individuals who came to the door, and doing specialised people to do this work. The factors 
nothing for the health of the surrounding commu- — regponsible for ill-health in rural areas are not tech- 
nity. Seventy per cent of the illnesses they treated — pically complex. A high degree of trust in the health 
were preventable, and large numbers of the patients worker is far more important than literacy or a 
“cured” were going home to the environment that scientific education, either of which is likely to 
caused the problem in the first place, and then distance the health worker from the people. As one 
returning to the hospital with the same illness. “This pramber ofthe team putit, “Ican teach a chimpanzee 
repetitive pattern of simple preventable illnesses,” how to give an injection, but | need human beings to 
they said, “could not be changed by the hospital 4 to the villages and change attitudes towards 
even though it was situated in the heart of the rural joealth.” So the Aroles asked the village councils 
area.” themselves to propose suitable middle-aged women, 
In effect, the hospital appeared to be offering a who would receive training in Jamkhed, work with 
solution to health problems, then failing to fulfil that families and children, and liaise with the health team 
promise, but in the process preventing the people on its regular visits. 

from working out ways of improving theirownhealth. There were no western-style health services in the 
In Jamkhed, agreement was reached with commu- area when the Aroles arrived, but there was an 
nity leaders to spend Six months ‘testing’ the — infrastructure of indigenous practitioners who would 
communities’ willingness to solve its own problems. normally have been rebuffed by allopathic practi- 
tioners, whom they would see as a threat to their 
livelihood. The Aroles established a rapport with 
this network, treating them as colleagues and using 
them as consultants, so that eventually the indig- 
enous practitioners became part of the health team. 


Health — a low priority 

The Aroles had been amazed to discover, in talking 
to local people, how low a priority health: care was 
for them. Their greatest felt need was for food and 
water, schooling for children, and adequate roads 
for taking surplus produce to market. There was a 
drought at the time, so they. raised money to finance 
the digging of deep tube-wells fitted with hand Young, local women involved in community 
pumps, and villagers started poultry and dairy health work. 
schemes. In the meantime they were recruiting and rf 
training local staff, and trying to identify and contact 
all indigenous practitioners and health workers in 
the area. They developed mobile health teams, 
consisting of a doctor, nurse supervisor, social 
worker, nurse midwife, driver, paramedical worker 
and village health worker. 


These mobile teams proved to be hugely beneficial 
in terms of health promotion, health education, 
mother and child care, treatment of children with 
diarrhoea, immediate response to local emergen- 
cies and epidemics. They identified cases of tuber- 
culosis and leprosy, which were treated alongside 
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change everything. Being in contact 
with other people who thought the 
same thing made it possible to develop 
what was in effect a “hospital without 
walls”. 
Bert Supit, Director of the Church 
Hospital in the Christian Evangelical 
Church, Tomohon, Indonesia 


For discussion: Romans 8, 31-end. St Paul makes it all 
sound easy. Think about times when things go wrong. 
‘How would you make sense of this passage? 


Getting the act together 

Dame Nita Barrow, subsequently 
Governor General of Barbados, 
describes a survey of the Christian 


health centres in Malawi. Dr Hastings 


Banda, the President, was trying to set 
up a national plan for hospitals and 
health centres. Church hospitals were 
not involved, in spite of the fact that they 
were among the best equipped in the 
country. Why was this, she asked Dr 
Banda. “How,” he replied, “do you talk 
to twenty-nine people who do not even 
talk to each other over their own back 
fences?” 


“What began as an exercise limited to 
the Protestant churches quickly 
became ecumenical when the sur- 
veyor was asked by a Catholic bishop 
if he would include their institutions in 
the study. With the approval of the 
National Council of Churches, he did 
So. 


At the conclusion of the survey, 
those whose institutions had been 
examined were asked to assemble to 
hear the results of the study and its 
recommendations, The first of these 
was that they disregard the labels on 
their doors because labels never cured 
anyone but tended to inhibit dialogue. 
It was further recommended that they 
should form an association to co- 
ordinate their activities and engage in 
Joint planning amongst themselves 
and, collectively, with government.” 
CMC report of the Third Conference 
for Coordinators of Church-related 
Health Work in Africa, Mombasa, 
Kenya, 1975 


An important part of the challenge to 
CMC in the 1970s was to create more 
effective national structures for Christian 
medical work. Working in the Philippines 
in the 1950s, James McGilvray had 
experienced the benefits of cooperation 
between the programmes of different 
churches. In India, there had been a 
fellowship of doctors since 1905, but 


the Medical Association of India did not 
admit non-whites until 1950. Among 
church-related health professionals 
there was already considerable experi- 
ence of productive collaboration. 


As aresult of the Malawian experience, 
a “coordinating agency for church- 
related health work” was established. 
With the encouragement of CMC, it was 
followed by similar groups: in 1967 the 
Church Hospital Association of Ghana 
(CHAG), in 1968 the Medical Associa- 
tion of Zambia, the Association of 
Rhodesian (now Zimbabwean) Church- 
related Hospitals (ZACH), the Associa- 
tion of Medical Missions in Botswana 
(AMMB), the Church Hospital Associa- 
tion of Nigeria (CHAN) and so on. In 
India, where the Christian Medical 
Association of India (CMAI) and the 
Catholic Health Association (CHA) 
already existed, the two bodies came 
together to form the Coordinating 
Agency for Health Planning. 


Of course not all countries wanted to 
establish formal links of this kind. But 
the benefits, where it did happen, were 
enormous. They included the following: 


* joining together to pressure govern- 
ments to grant import duty exemp- 
tions to voluntary agencies 


* cheaper pharmaceutical supplies 
through bulk buying 


* provision of a platform for influencing 
governments and other NGOs, and 
lobbying governments on political 
issues 
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A mother weights her baby at 
Phebe hospital, Bong County, 
northern Liberia. The hospital is 
along-standing member of the 
Christian Health Association of 
Liberia(CHAL). 
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Jonas Estromer/WCC 


THE CMC STORY 


Chistian Medical Commission World Council of Churches 


GO TD THE PEOPLE 
LIVE AMONG THER 
LEARN FROM THER 
LOVE THEM 
START WITH WHAT THEY KNOW 
BUILD ON WHAT THEY HAVE; 


BUT OF THE BEST LEADERS 

WHEN THEIR TASK IS ACCOMPLISHED 
THEIR WORK IS DOWE 

THE PEOPLE ALL REMARK, 


"WE HAVE DONE IT OURSELVES." 


~ old Chinese em 


AND 


Front cover of Contact 25, 
Primary Health Care and the 
Village Health Worker, 
February 1975 
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contact 25 


160 Route de Ferney 1211 Geneva 20 Switzerland 


= = 
W.. tee alt 


PRIMARY HeaLtH Care 


VictaGe Heart Worker 


* avoidance of wasteful duplication and 
competition 


¢ working together on training and other 
issues. 


One great advantage of collaboration 
at this level was how often it brought 
Protestant and Roman Catholic 
agencies together: something which 
was proving less easy at the interna- 
tional level. There had been strong 
Catholic involvement in the early 
debates, and in particular at the second 
Tubingen consultation 
in 1967. Today, spon- 
sored by the Pontifical 
Council promoting 
Christian Unity, there is 
a Roman Catholic staff 
member in the mission 
team of the WCC sec- 
retariat in Geneva. At 
present this post is held 
by a Columban sister, 
Elizabeth Moran, witha 
mandate that is general 
enough to allow a very 
wide range of involve- 
ment and activity. 


FEBRUARY 1975 


For discussion: Genesis 11,1-9. 
Not being able to talk together 
over the fence of the back yard 
was God's punishment to hu- 
man bein for building the 
Tower of Babel. Are there or- 
ganizations or people you do 
not communicate with? Can you 
work out why? Would Jesus 
approve or not? 


Establishing Contact 

Contact has always been a number 
one priority programme for CMC. It is 
impossible to over-emphasise the 
importance it has had in promoting 
primary health care and, in particular, 
encouraging communities to participate 
in building primary health care serv- 
ices. It has created links between peo- 
ple all over the world — Christian and 
non-Christian — who are involved in it. 


My first knowledge of CMC was 
through the publication Contact. The 
issue on rural health quoting from a 
Chinese writer “Go to the people, learn 
from them” became an inspiration for 
me. It redirected my understanding of 
the practice of medicine since | took 
this as a “hermeneutic principle” in my 


personal transformation. 
Dr Erlinda Senturias 


CMC’s most valuable and influential 
work was through Contact. Every- 
where | have gone to represent CMC 
| have heard testimony to the extraor- 
dinary value of the publication. 
Sylvia Talbot, Moderator of CMC 
1975-83 


In the early days of CMC, primary health 
care was new and the small steps 
forward needed to be shared widely. 
Having identified key programmes, the 
challenge was how to make them inter- 
nationally Known. And so, in November 
1970, Contact was born, initially as an 
occasional paper with a circulation of a 
few hundred copies. At first it was all 
hand-typed and printed from metal 
plates. By the mid-1970s, French and 
Spanish translations were being 
published, and circulation reached 
10,000 by 1976. It has since developed 
into a popular bi-monthly magazine in 
four languages (English, French, 
Spanish and Portuguese), with a current 
circulation of about 15,000. Occasional 
issues were translated into Arabic and 
Kiswahili during the 1980s. 


From the start, Contact has empha- 
sised the varied aspects of the commu- 
nity’s involvement in health. It was 
directed primarily at health workers, 
especially those working in church 
health programmes, government pro- 
grammes, NGOs and community 
organizations. Today, it remains a 
unique international publication in that 
it combines ethical values with practical 
examples of community action to solve 
problems in health care. Each issue 
focuses on a particular theme (for 
instance, empowerment of women, 
financing health care, the rational use 
of drugs), with a main article supported 
by local experiences from different parts 
of the world. Contactalso has a popular 
correspondence column, and a list of 
updated resources and addresses. 


Why are we not able to produce 
excellent things like this one done by 
that little outfit across the fields ?* 
Halfdan Mahler, Director General of 
World Health Organization, 
speaking to his staff 
*WHO headquarters is situated very closeby the WCC 
Ecumenical Centre. 
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For discussion: Luke 28, 1-8. The two Marys brought 
good news to the disciples. At the end of the chapter, 

esus tells his followers to go out and teach all nations. 
What would be “good news’ to you? Does it matter how 
or by whom it is communicated? Do you have good 
news to share with others? Why was Contact so 
successful? 


The church mouse and the 
archbishop 

On 22 March 1974, Dr Halfdan Mahler, 
Director-General of the World Health 
Organization (WHO), called together 
senior staff for a joint meeting with (all 
five!) senior staff of the Christian Medical 
Commission. As a result of this meeting, 
a joint committee was set up to explore 
the possibilities of collaboration and 
cooperation in “matters of mutual 
concern”. Returning from this meeting, 
commenting on the bureaucratic 
atmosphere they had encountered at 
WHO, “Mac” McGilvray said to his 
colleagues, “I felt like a church mouse in 
front of an archbishop”. 


In spite of the disparity -in size, the 
relationship between the two organiza- 
tions turned out to be exceptionally 
fruitful. For along time Mahler, McGilvray 
and Lesslie Newbigin (later Bishop of 
Madras) met for weekly lunch, to keep 
up to date with what was going on the 
other side of the field. The joint WHO/ 
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UNICEF paper “Alternative approaches 
to meeting basic health needs of 
populations in developing countries” 
included some experimental work 
associated with CMC. In Ken Newell’s 
Health by the People, a key book 
published by WHO in 1975, four out of 
the ten examples were CMC-affiliated 
programmes, ensuring that CMC’s 
philosophy reached a much wider 
audience than the Commission’s usual 
constituency. But the most significant 
result of the CMC/WHO relationship 
was the formulation by WHO, in 1975, 
of the principles of primary health care. 
This marked a radical shift in WHO 
priorities, with massive implications for 
health care systems everywhere. 


At WHO’s 1976 Assembly, Dr Mahler 
called for the use of primary health 
methodology to make health services 
available to all by the year 2000, and 
offered the facilities of WHO to analyze 
the problems of each country, so as to 


enable the development of health 


policies and targets which would help 
national governments to achieve this 
goal. This proposal was adopted, and 
became the subject of the International 
Conference on Primary Health Care 


The Principles of Primary Health Care (WHO 1975) 


(i) Primary health care should be 
shaped around the life patterns of 
the population it should serve; 


(ii) A local population should be 
actively involved in the formula- 
tion of health care activities so 
that health care can be brought 
into line with local needs and 
priorities; 

(ili) Health care offered should place 
-a maximum reliance on available 
community resources, especially 
those which have _ hitherto 
remained untapped, and should 
remain within the stringent cost 
limitations that are often present; 


(iv) Primary health care should be an 


integrated approach of preven- 


tive, curative and promotive 


services for both the community 
and the individual; 


(v) All health interventions should be 
undertaken at the most peripheral 
practicable level of the health 
services by the worker most simply 
trained for this activity; 


(vi) Other echelons of services should 
be designed in support of the 
needs of the peripheral level, 
especially as this pertains to tech- 
nical, supply, Supervisory and 
referral support; 


(vii)Primary health services should be 
fully integrated with the services 
of the other sectors involved in 
community development (agricul- 
ture, education, public works, 
housing and communication). 
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Dr Halfdan Mahler, Former 
Director-General of the World 
Health Organization 


“| felt like a church 
mouse in front of on 
archbishop.” 
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T Farkas/WCC 


THE CMC STORY 


A community health worker in 
Yamblo village, Sudan 
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held in Alma Ata in the USSR in 
September 1978. CMC was closely 
involved in the planning, and many of 
the presentations came from members 
of the CMC family. 


_In this process, WHO was trying to 


develop a simple and easily under- 
standable methodology, which could 
be replicated, and which carried astamp 
of approval which might make it accept- 
able to governments. But making PHC 
universal through government pro- 
grammes created its own problems. 
The original vision of PHC had been as 
a force for liberation and empowerment 
through the promotion of health care. 
Once it had been watered down to 
methodology acceptable to govern- 
ments, it could no longer address key 
issues such as corruption and oppres- 
sive systems. Governments interpreted 
placing “maximum reliance on avail- 
able community resources” as ameans 
of saving costs. The controversy over 
whether PHC was an alternative to hos- 
pitals took the debate away from the 
more important issue of how “other 
echelons of services should be designed 
in support of the needs of the peripheral 
level”. 


Acceptance of PHC 
WHO’s approach was 
immediately adopted 
by the government of 
Sudan, then, with 
local modification, by 
Guinea-Bissau and 
Cape Verde. Many 
other countries fol- 
lowed, but few gov- 
ernments allocated 
the necessary funds 
and political will to 
create real change. In 
the Philippines, for 
example, the Depart- 
ment of Health organ- 
ized a one-off, three- 
day programme for 
Barangay _ health 
workers who would be 
responsible for the 
health of the villages. 


Meanwhile, CMC and other NGOs made 
every effort to promote the original 
concept emphasising the need for com- 
munity involvement and the need to 
draw in other sections, such as agricul- 
tural and education. However, gradually 
PHC came to be a top-down govern- 
ment approach rather than bottom-up 
peoples’ initiative. 


Warning sounds about how PHC would 
work in practice were made early on. In 
1975, the Christian Medical Commis- 
sion invited Dr (now Professor) Charles 
Elliot, a priest and economist, to address 
its annual meeting. He entitled his talk 
‘Is Primary Health Care the New Priority? 
Yes, but......’ Itis printed in fullin Contact 
Issue 28. 


Over twenty years on, Dr Elliott’s 
concerns ring many bells. He had 
serious reservations about the ability of 
PHC to bring health care within reach of 
the millions who were currently denied 
it. He doubted whether equality of 
access to health care resources would 
ever be a realistic objective. He warned 
of the dangers of PHC methodologies 
predicting that they would become 
institutionalised in a way that prevented 
PHC from reaching the poorest; that 
health is not in fact stated as a high 
priority by most communities; that able 
people want to get on in life, and PHC 
made no provision for upward mobility 
among newly skilled health workers; 
and that without fundamental change 
in the budgetary allocations of govern- 
ments, the structure of health services 
and the training of health professionals, 
it was unlikely that “other echelons of 
the service” would ever be designed “in 
support of the needs of the base”. What 
was more likely was that the existing 
two-tier system would be strengthened, 
with the minority having access to high- 
cost technology while the poor majority 
got primary health care. 


For discussion: Daniel 1, 3-20. Why is King 
Nebuchadnezzar favouring these young men in this 
way? He clearly believes that everything Babylonian is 
better than everything Israelite. Does this belief ring 
any bells in your own experience? How important is it, 
and for whom, to convince the king that their way is 
better? 
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A CHRISTIAN MEDICAL COMMISSION 


Why Christian? 

In the preface to the first Commission 
meeting in 1968, the then director, 
James McGilvray wrote: “The CMC 
came into being as a focus of two 
converging interests, one functional and 
one theological.” The functional concern 
we have dealt with in the first chapter. 
The theological concern was that the 


Commission should seek new insights © 


into the interconnections between 
healing, the Gospel and the mission of 
the churches. Eight years later, in 
reviewing the Commission's progress, 
members felt that they had done quite 
well with the functional without any com- 
parable progress in clarifying what might 
be unique in Christian understandings 
of health and healing. 


As a contribution to the Commission's 
study, a small group of participants had 
started to meet at DIFAM in Tubingen. 
Their discussions focused on three 
issues. The first was the unease that 
was felt in promoting more egalitarian 
health policies for the developing world, 
when there was virtually no expectation 
that the industrialised nations would 
follow suit or set an example. 


Second, the congregations of churches 
themselves were failing to engage with 
people in their present suffering. It was 
further felt that the actual systems and 
practices of parish life, worship and 
training did not often make such 
engagement easy. For the participants 
in the Tubingen group, this was a 
problem. They believed profoundly that 
the way to true health and wholeness 
lay in the salvation offered by Jesus 
Christ, but they saw the churches them- 
selves failing to communicate this most 
important message. 


The third issue was 
the extreme difficulty 
of changing people's 
attitudes to health 
without engaging with 
other political, socio- 
logical and cultural 
issueS as well. 
People's feelings 
about their bodies are 
rooted in values, 
beliefs and spiritual- 
ity that are part of our 
cultural identity. 
Change may meet 
resistance from—and 
also have implica- 
tions for — the whole 
political and cultural 
context in which peo- 
ple live. As Christians, 
therefore, we should 
not be saying we want 
to reform our 
approach to health 
unless we are also willing to address 
the church's failure to engage with the 
struggle to reform society. 


| think one trouble with us Christians is 
that we imagine that we are a healed 
community because Christ is whole. 
We also imagine that we can heal 
others although remaining sick our- 
selves, perhaps without noticing it 
while everyone else does notice. 
Archbishop Anthony Bloom, 
Metropolitan of Sourozhm 


The group's first debate focused on 
possible starting points for discussion. 
Where should you begin? With the 
problems of the world, or with the Bible? 
“The Bible,” said one participant, “does 
not portray the discovery of God's will 
and calling through being biblical. It 
displays such discoveries through facing 
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Woman in a Presbyterian chapel 
in Chimaltenango, Guatemala, 
carrying a bible on her head. 


Change may meet 
resistance from — and 
also have implications 
for — the whole 
political and cultural 
context in which 
people live. 
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Peter Williams/WCC 
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o— A PRorer. PRIMARY “ScHooL 
PRO as Hegel: CENTRI 


Seen near Juba, Sudan. 


The work of CMC and its 
friends had an 
importance which 
extended far beyond 

the provision of 

health services in the 
developing world. 
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up to problems in the contemporary 
history and experience of society, 
responded to in the light of insights 
derived from the tradition and life of the 
people of God.” It was agreed that the 
task of this study group would be to 
focus on the existing situation in medi- 
cine and health care and to scrutinise it 
in the light of a Christian understanding 
of human nature, and what the Bible 
has to say about health and healing. 
Their first position paper was called 
“The Mission and Service of the Church 
in Sickness and Health Care.” 


It is difficult to overestimate the impor- 
tance of this dialogue. Given the general 
feeling that CMC had concentrated too 
single-mindedly on the promotion of 
PHC, these discussions enabled the 
Commission to enter the 1980s with a 
much more deliberate focus on the 
exploration of the theological implica- 
tions of health care. This exploration 
has been a major thrust for the 
Commission ever since. 


That this new focus was so generally 
welcomed was due, in part, to the fact 
that WCC and its member churches 
had become convinced that the work of 
CMC and its friends had an importance 
which extended far beyond the provision 
of health services in the developing 
world. The ideas they were promoting 
rang bells in other quarters, too. They 
had implications for the identity of the 


church itself and the history of the 
kingdom of God. 


The last word in this section must come 
from Charles Elliott. “We have a lot in 
common with WHO,” he said, “but our 
ultimate aims are not the same. For a 
Christian organization to ignore the 
importance of the spiritual dimension of 
health is for it to ignore the really crucial 
input it has to make to the debate about 
the nature of healing. Health is more 
than medicine. It is to do with the way 
you live and the way you die, the quality 
of life and the quality of death. The 
ultimate answer to disease lies in a way 
of life — a life of surrender and obedi- 
ence that leads to wholeness.” 


The interesting thing is that WHO, today, 
is coming to agree. 


For discussion: Acts 5, 12-16. From the earliest times, 
belief in Christ has been associated with health and 
healing. What does this mean for you? Is it possible for 
the spiritual aspects of your work to become submerged 
by the urgency of getting the job done? Try relating the 
concerns set out in paragraphs 2 and 3 of this section 
to you own experience of the church. 


The Jenkins/Bryant dialogues | 


There is a crisis in medicine, to the 
point at which some people are saying 
that healing lies outside the medical 
profession, and that doctors are the 
ones who oppose true health. There is 
a crisis for the church, with some 
saying that the real church lies outside 
the church. And there is a crisis in the 
consciousness of many Christian 
doctors, nurses, teachers and social 
workers who believe there is truth in 
Christ, in Bible and Christian religion, 
and yet find that what seems to 
enlighten them in their chosen work 
and in their personal lives is something 
else; hence they go through life 
divided. 

R A Lambourne, 1969 (first printed in 

Contact Issue 1) 


The Christian Medical Commission was 
born out of a belief that there is some- 
thing peculiarly Christian about the 
business of health and healing. Jesus 
healed. The beneficiaries of his ministry 
were not primarily the rich or the strong, 
although these were by no means ex- 
cluded: they were the poor, the sick, the 
stigmatised, the disabled. Since the 
Middle Ages (European history between 
472 and 1453), then, the establishment 
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and maintenance of institutions to care 
for the sick had been a priority for the 
Western church. Medical work had been 
a major thrust of Christian mission in 
Africa, Asia and Latin America. 


All over the world, though, it seemed 
the churches' health work had some- 
how become divorced from the life of 
the congregations of Christians who 
gathered in churches on Sundays. 
Christians saw it as their task to raise 
money to supportit. They did not expect 
to get involved with it themselves. That 
was for the doctors, nurses and teachers 
whose job it was to do it. The church 
had in effect “contracted out” its caring 
role to professionals and told them to 
get on with it as best they could. As a 
result, the local church was in danger of 
becoming a ghetto, while the front-line 
of Christian encounter with the world 
was somewhere else. The consequence 
was an increasingly privatised religion 
that had nothing very much to do with 
what was happening in the world, while 
members of the so-called caring pro- 
fessions, many of whom came to the 
work with strongly Christian motivation, 
found it impossible to bring their profes- 
sional concerns into the arena of the 
worshipping community. Further, there 
was much work to be done on the 


development of a theology of healing: 
one that took seriously the relationship 
between the structures of health care 
and the kingdom of God. 


Technology is to do with problem 
solving but theology is to do with living 
with problems. 
David Jenkins, CMC annual meeting 
; 1969 


It had always been part of CMC's 
mandate that it should address these 
issues, which formed the subject matter 
of the second Tubingen consultation in 
1967. In the early 1970s, the Commis- 
sion's annual meetings opened with an 
on-going dialogue between Dr Jack 
Bryant, Moderator of CMC, and the 
British theologian Dr David Jenkins (later 
Bishop of Durham) who at that time was 
working for WCC. First Jack Bryant 
challenged Dr Jenkins to set out what 
the discipline of theology had to offer to 
physicians having to make life and death 
decisions about priorities in health work. 
Once, the hospital had provided a frame- 
work for these. What does it mean for a 
physician to be responsible for a rural 
area of — say — 100,000 people in 100 
villages? Our care for individuals often 
results in the neglect of many times that 
number. ls there such a thing as “statis- 
tical compassion” and what is its theo- 
logical equivalent? In trying to provide 
health care for large numbers of people 
on limited resources, what are the theo- 
logical concepts that will give the 
decision makers a system of human 
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Spiritual dimension: the smile of 
a refugee girl in Namibia. 


There was much work 
to be done on... the 
relationship between 
the structures of 
health care and the 
kingdom of God. 


Dr David Jenkins at a recent 
CMC meeting in London. With 
him are CMC/WCC Commis- 
sioners, Mrs Marion Morgan, 
Executive director of Christian 
Health Association of Sierra 
Leone (CHASL) and Ms Gwen 
Crawley. 
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We need, said 

Dr Jenkins, to hang on to 
“the hopefulness of 
solidarity in sin”; “the 
non-utopian nature of 
impossible hopes”; and 
“the possibilities of the 
infinite in the finite”. 


Helper in a polio immunization 
programme in Morocco. 
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values to fit into the technological 
methodologies? Can the churches 
develop a social morality of health care 
that might be of use to governments 
and secular institutions? 


The first dialogue, then, focused on. 


making moral decisions, and the chal- 
lenge of living with them. How do you 
make moral sense of a situation in 
which you are taking decisions which 
will benefit some while possibly bringing 
about the preventable death or disabil- 
ity of others? In asking this, we raise 
further questions. Of what value are 
those lives we are deciding about? What 
is human life for? How are human values 
to be brought into the framework of 
technology? What does it actually mean 
to be responsible for the health of 
100,000 people in an area, and to have 
make choices between treatment and 
prevention? So the second dialogue, 
arising from the first, was about values. 


In the third dialogue, the two of them 
addressed problems of health care and 
justice: issues which bring one face to 
face with politics, power and the injus- 
tices inherent in human systems. How 
far down that road is it appropriate to 
go? And what hope is there, if the dice 
are so loaded? Dr Jenkins finished with 
three memorable phrases. Christians 
do have resources to help them live 
with integrity while acknowledging the 
sin of the world. We need, he said, to 


P Abensur/WHO 


hang on to “the hopefulness of solidar- 
ity in sin’; “the non-utopian nature of 
impossible hopes”; and “the possibili- 
ties of the infinite in the finite’. 


The great problems of change seem to 
me to be institutional problems. But 
the institutional problems are those 
which trap human beings and to which 
human beings respond. And unless we 
can become ourselves persons who 
are free for re-identification and help 
others to become such, all this talk 
about re-identification and so on is 
quite hopeless. . 
David Jenkins, 1970 


Commissioners who were present at 
these early meetings describe the 
Jenkins / Bryant debate as one of the 
highlights of their time with CMC. The 
Commission's work continually raised 
questions about morality, the role of the 
church, the relationship between health 
and salvation. The 1970s had seen the 
urgent need to implement the more 
functional aspects of the Commission's 
task. By the end of the decade, it was 
time to invite the CMC family and net- 
works to start looking, in a more sys- 
tematic way, at the theological and 
ecclesiological implications of what they 
had been doing. 


For discussion: Luke 10, 38-42. This tends to be used 
as a Story about the role of women. But it is not just 
women who find themselves too busy to talk spa 
Why is it that we tend to leave it to the theologians? Do 
you think you make enough time to share with col- 
leagues and friends about the connections between 
your work and your faith? 
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CMC had a great reputation, so that if 
a project received recognition and 
support from them then others were 
likely to join in. It shared information 
widely through Contact. It had influ- 
ence with WHO and through that with 
governmental policies. It offered an 
important link between the churches 
over health issues and the allocation of 
resources. It also took seriously the 
local contexts, value systems and 
theologies and reflected these back to 
the churches in the West. 

Peter Bellamy, CMC Commissioner 

during the 1980s 


Some dilemmas 

With the publication, in 1979, of the 
Alma Ata Declaration, “PHC” came of 
age. There was over a decade of expe- 
rience of community-based services, 
and many powerful and effective models 
of how it might be done. Methodologi- 
cal guidelines were available. Influential 
groups within the medical fraternities in 
most countries had become converted 
to the idea. 


The spread of PHC was boosted by a 
growing concern about the financial 
implications of new technologies, 
particularly in the developing world, 
where it was difficult to see how these 
could ever “trickle down” to the majority 
of the population. From being the radi- 
cal alternative, it had achieved some 
kind of official status in the health poli- 
cies of most developing countries. 
Books like David Werner's “Where there 
is no Doctor” were selling in hundreds 
of thousands. The slogan “Health For 
All by the Year 2000” provided a focus 
for the health planners, and an incen- 
tive to get on with the job. 


For the Christian Medical Commission, 
in particular, the decade of the 1980s 
opened with high hopes. The Promised 


Land seemed to be coming closer. The 
CMC extended family was growing, and 
there was a powerful sense of fellow- 
ship within it. The regional conferences 
of the 1970s had proved invaluable in 
helping people share practical commu- 
nity-based examples and experience, 
as well as a rich variety cultural and 
religious insights. The medical profes- 
sion was coming to accept the impor- 
tance of the community. In many 
countries, the coordinating bodies were 
working well, bringing together Christian 
health care work with that of govern- 
ment and other NGOs. They were asking 
challenging questions about the role of 
the church, and about Christian views of 
healing. Contact had come to be 
accepted as arguably the best vehicle in 
the world for sharing, on an interna- 
tional level, information and expertise 
on community-based health care. 
The Christian Medical Commission 


helped articulate the National Rural 
Health Programme in Southern Sudan 
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CMC in the 1980s From left to right: 
Jeanne Nemec, 


Valerie Medri, 

Ann Dozier, 

Fernande Chandrasekharan, 
Eric Ram (Director), 
Reginald Amonoo-Lartson, 
Ruth Harnar, 

Christa Stalschus, 

Jenny Roske, 

Cecile De Sweemer, 
Maria-Victoria Carles-Tolra. 


The decade of the 
1980s opened with high 
hopes. 
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Behrhorst Partners for Development 
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Mayan mother and child in 
Guatemala who struggle to meet 
their basic needs. 


linked with movements 
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PHC had come to be 


for justice, with all the 
risks that entailed. 


(PHCP) and also provided links with 
related programmes and facilities in 
other countries who had successfully 
implemented rural health and essential 
drugs programmes for their rural and 
urban poor. CMC also provided advo- 
cacy opportunities for the Sudan 
Council of Churches and the Southern 
Sudan Primary Health Care Pro- 
gramme. As a result of my member- 
ship of CMC, | personally learnt much 
from other countries that have imple- 
mented PHC, such as Nicaragua, 
Indonesia, the Philippines and India. 
Oliver M Duku, Episcopal Church of 
Sudan 


But in the general atmosphere of opti- 
mism, warning bells were also ringing. 
In Nicaragua, for instance, where the 
Sandinista government made the 
development of community-based 
health structures a national priority, 
those who worked in them were often 
targeted by the US-trained Contra guer- 
rillas. From Guatemala came stories of 
health workers being abducted or 
murdered. PHC had come to be linked 
with movements for justice, with all the 
risks that entailed in the political polari- 
sation of the 1980s in Latin America. 


And what about the more affluent 
nations of North America, Europe and 
Australasia? The gap between them 
and the rest of the world was growing, 
not shrinking. The health of poor people 
in those societies was becoming rela- 
tively worse. 


Another polarisation was developing, 
too: this time within the CMC family 


itself. What about those regions — the 
Indian subcontinent, for instance — in 
which the Christian community had de- 
veloped long-standing, viable, interna- 
tionally respected tertiary hospitals? 
Many western mission and develop- 
ment agencies, newly converted to the 
principle of PHC, now refused to fund 
the programmes of such hospitals, al- 
though these included institutions which 
had been flagship projects in the past. 


Clash of priorities 

One example was the Christian Medical 
College, in Vellore, South India. “CMC 
Vellore” was, and still is, one of the most 
prestigious Christian institutions in the 
world. It was one of the earliest success 
stories of ecumenical cooperation in 
medical mission, and the Indian 
churches themselves managed it. It 
was also one of the first Christian hos- 
pitals to initiate community health as a 
compulsory element in the training of 
doctors; and its grassroots involvement 
in the surrounding rural areas was a 
legendary part of its own institutional 
heritage. For decades, it had been the 
darling of the funding organizations. 


In 1980, “CMC Vellore” applied for 
funding to develop its primary health 
programmes along Alma Ata lines, and 
a delegation arrived in Geneva to meet 
a group of European funding agencies. 
They were under the impression that 
the deal had only to be formally ratified. 
Daleep Mukarii, coordinator of health 
activities within WCC's Unit II until March 
1998, was the youngest member of that 
delegation. He speaks today of the 
shock of discovering that the funds for 
the primary health programmes would 
only be forthcoming if CMC Vellore 
simultaneously started to reduce its 
tertiary and research programmes. 
Something owned by the Indian 
churches, something of which they were 
justly proud, had been rejected by a 
group of northern agencies that they 
had regarded as friends and allies. 


In effect they had little choice. They 
refused to accept resources that had 
such strings attached, and went back to. 
India sadder and wiser. But the hurt and 
anger associated with this incident was | 
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felt by the whole Indian Christian 
community. Its legacy of bitterness is 
still alive today. 


The tension between hospital and com- 
munity, tertiary and primary care has 
been present throughout the history of 
the Christian Medical Commission, and 
indeed of all other agencies concerned 
with international health. It is a conflict 
that affects the industrialised world as 
well as the developing world. In Europe 
and North America today, comparable 
decisions — equally painful — have to be 
made about health priorities. In 1980, 
given their current criteria for who was 
in and who was out, the funders, drawn 
together by the Christian Medical 
Commission, were simply obeying the 
letter of their own criteria in placing 
such conditions on the Vellore applica- 
tion. 


New insights 

By the end of the decade, however, 
three things were becoming increas- 
ingly clear. The first was the continuing 
importance of the large hospital itself. 
In 1988, WHO's Safe Motherhood 
Initiative identified key roles for the dis- 
trict hospital. The availability of obstet- 
ric facilities, for caesarean section for 
instance, was crucial if maternal deaths 
were to be reduced substantially. The 
second was the tendency of influential 
parts of the medical profession, many 
of them inherently sympathetic to the 
PHC movement, to become alienated 
by the insistence that basic health 
services did not need doctors. The moral 
high ground claimed by the PHC agenda 
could lead to resentment among other 
health professionals, with the result that 
they might develop systems that were 
even more intractably two-tier than 
before. The third was the realisation 
that systems that genuinely served the 
poorest people were never likely to be 
self-financing, and that the fees paid by 
better-off people for tertiary medicine 
were a major potential source of funding 
for health services in general. 


Almost twenty years later, this is still a 
live debate. There is even more expen- 
sive technology around today than there 
was then, and more people in North 
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and South who can afford to pay for 
high-tech medical care. The problems 
of poverty are no less pressing than 
they were then. It is now generally 
accepted that the two sectors are both 
here to stay, that they need each other, 
and that they have to find ways of 
relating, so that justice and equity are 
achieved without the sacrifice of excel- 
lence and scientific creativity. Making 
sense of this challenge is something 
that may need to be considered by 
WCC’s health team in the future. 


The increasingly ambivalent attitude to 
the large hospital is only one of the 
tensions encountered by the PHC lobby 
during the 1980s. The hope had been 
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Safe Motherhood: some women 
need hospital care if their lives 
are to be protected during 
delivery. 


WHO's Safe Motherhood 
Initiative identified key 
roles for the district 
hospital. 
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WHO 


Diana Smith/WCC 


THE CMC STORY 


Saradidi showing fruits of 
income-generation project 
successes in 1995: villagers had 
purchased cooking bowls and. 
teapots with the earnings from 
the goats they had raised. 


But community-based 
programmes do not die 
quickly or easily. 
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that national governments would gradu- 
ally take over responsibility for health 
infrastructures. But the fact was that 
during these crucial years, the majority 
of the countries of the South became 
further impoverished by massive debts 
acquired during the 1970s, fueled — as 
in the Philippines and many African and 
Latin American countries — by the 
misuse of capital for personal gain by 
those who held power. Rich people got 


richer, but poor people got poorer. The 


rightness of the primary health agenda 
seemed so obvious. Yet, it could also 
be made to look like left-wing resist- 
ance, as in Nicaragua, Guatemala and 
the Philippines. 


Mobilising the people to take responsi- 
bility and be allowed to have a Say in 
what concerned them was not always 
easily accepted during the years of the 
cold war. These were years when we 
used to say that many large church/ 
mission. institutions were like a ce- 
mented road instead of the footpath 
where we should be following in the 
footsteps of the Lord. Some said that 
he had turned left off the tarred road! 
Hakan Hellberg in 
The Vision and the Future, 1995 


Furthermore, there were problems in 
evaluating what was being achieved, 
and at what cost. Community-oriented 
health professionals and committed 
local people were not always good at 
bookkeeping, or at implementing 
systems of financial control and moni- 
toring. Dan Kaseje, in Contact 127, tells 
the story of the Saradidi Rural Health 


Programme, in a drought-stricken area 
of Kenya. After a bright start, Saradidi 
fell apart in the 1980s largely because 
the people who were interested in 
organizing its financial affairs — all of 
them respected figures in the area — 
had their own interests at heart and not 
those of the programme or the church. 
As a result, funders eventually stopped 
giving money and the project was 
brought to the brink of collapse. 


But community-based programmes do 
not die quickly or easily. The empower- 
ment and awareness achieved among 
those involved was still there. Saradidi 
was restructured, with a new set of 
principles for management, and with 
new guidelines for selecting staff. These 
are much more realistic. They also look 
rather like a blueprint for a Christian 
system of management and personnel 
selection that might work anywhere. 


For discussion: Matthew 19, 16-26. Who do you iden- 
tify with in this story? Why? Doing community-control- 
led health care requires great sacrifices. What are 
they? 


The Pharmaceutical Programme 
The World Health Organization uses a 
cartoon of a little person pushing a 
huge stone up a steep hill. He (or it 
could be she) is about to give up alto- 
gether. This is the individual attempting 
to achieve health. The hill is steep 
because poverty, poor sanitation and 
housing, lack of education and so on 
increase the gradient. The individual 
has an uphill struggle to stay healthy if 
the societal conditions for good health 
are not there. Remove these obstacles 
and the stone rolls quite easily along 
the flat ground. 


There are other obstacles, though, 
which are not part of the natural heritage 
of the poor community. The way in 
which pharmaceuticals are marketed is 
one of them. In the early 1980s, many 
countries experienced serious short- 
ages of drugs. Prices of brand-name 
drugs were high, and although generic 
drugs were available, information about 
their supply was hard to come by, 
delivery was poor, and unless you were 
able to buy in bulk, you would not be 
able to buy them at the best prices. To 
add to it, pharmaceutical companies 
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were donating inappropriate drugs to 
third world countries, where many of 
these unwanted gifts had to be burnt 
causing other costs and hazards. 


In the face of this deteriorating situation, 
CMC collaborated with the European 
Emergency Drug Stock Committee 
(EMERSTOC) to encourage church- 
related purchasing agencies in indus- 
trial countries, and corresponding 
“buying cooperatives” in receiving 
countries, to work together. Better deals 
could be made if non-governmental 
organizations (NGOs) clubbed together 
at national level to resist exploitative 
activities by drug companies, and to 
negotiate much cheaper bulk-buying 
deals when appropriate. Following CMC 
Director Eric Ram's visit to Uganda in 
1980, a Joint Medical Store was set up 
by a group of churches. 


In 1981, CMC (with the African organi- 
zation, AMREF, and the Southern 


Sudan Ministry of Health) organized a — 


workshop to discuss pharmaceutical 
problems as they affected church- 
related NGOs. As a result of this 
meeting, a few community drug stores 
were set up in rural areas, and consid- 
eration given to the development of a 
drug manufacturing facility in Southern 
Sudan, on the lines of the ones in 
Lesotho and in Kigali, Rwanda. The 
deteriorating security situation and the 
expulsion of NGOs put a stop to the 
Sudanese programme, but not before 
its usefulness had been established. 


In December 1981, in Geneva, CMC 
held a consultation on church-related 
cooperative pharmaceutical services in 
developing countries. Participants 
included Catholic and Protestant 
church-related donor agencies, lowcost 
essential drug suppliers, joint procure- 
ment units and Christian health asso- 
ciations, the World Health Organiza- 
tion, and UNICEF. This group, now 
referred to as the Pharmaceutical Advi- 
sory Group (PAG), has continued to 
meet regularly every year since. The 
outcome of their first meeting was the 
commissioning of the initial survey stage 
of the Pharmaceutical Programme (PP) 
in 1982. . 


Evolution of the Pharmaceutical 

Programme 

¢ Phase 1 (1982-1985) was primarily 
exploratory, the key priority being 
supply of essential drugs through 
“cooperative” pharmaceutical 
services. 


¢ Phase 2 (1987-1991) gave increas- 
ing attention to networking and the 
promotion of the Essential Drug 
Concept (EDC). 

« Phase 3 (1992-1995) concentrated 
mainly on providing support to 
consumers in developing countries, 
promoting EDC and Rational Drug 
Use (RDU), and running training 
programmes for church groups and 
agencies. 


¢ Phase 4 (1996-present) has two 
priorities: to build on the work of 
Phase 3, and to advocate for 
accessibility to affordable and 
effective pharmaceuticals for all. 


In 1985 the programme called “Getting 
essential drugs to the people through 
cooperative pharmaceutical services” 
was set up. The following recommen- 
dations were made: 


- CMC. should set up a study of tradi- 
tional and herbal medicines 


¢ A dialogue should be initiated with 
multinational pharmaceutical compa- 
nies 


¢ There should be a new code of.- 


conduct for drug donations. 


At the 1988 Commission Meeting in the 
Philippines, “TNCs and their role in 
health and development” formed a major 
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A CMC meeting in 
Sudan led to the setting 
up of a few community 
drug stores. 


Drug store open for business 


WHO 


THE CMC STORY 


The Pharmaceutical 
Programme is in some 
ways a model for 
ecumenical activity 


Drug donations are oftena 
sample collection of small 
packages of many different 


drugs directed mainly towards 
treatment of diseases common 


in industrialized countries. 
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agenda item. The transnational com- 
panies controlled 75% of the world's 
pharmaceutical market. Their promo- 
tional activities created a demand for 
non-essentials, and poor people often 
went without food to buy unnecessary, 
and also unnecessarily expensive, 
drugs for their families. “To fight the 
negative effects of TNCs on health, our 
response has to be transnational. Here 
churches have a very important role to 
play,” commented Filipino Commis- 
sioner Michael Tan. CMC was asked to 
prepare for a dialogue with multina- 
tional pharmaceutical companies, and 
to produce a code of conduct for drug 
production and distribution. 


Model for ecumenical activity 

The Pharmaceutical Programme is in 
some ways a model for ecumenical 
activity, involving churches in working 
together on a global issue which has a 
huge importance to poor people on the 
ground. Today, the programme is jointly 
hosted by Community Initiative Support 
Services (CISS) in Nairobi, Kenya and 
by WCC in Geneva, with pharmaceuti- 
cal adviser Dr Eva Ombaka dividing her 
time between the two. Primarily aimed 
at the churches and at church-related 
health personnel, 
one of its first priori- 
ties is the promotion 
of rational drug use, 
along the lines of the 
WHO _ Essential 
Drugs Policy. It pro- 
motes the use of 
generic drugs, and 
advises on the 
setting up and 
running of initiatives 
for the joint procure- 


church health ser- 
vices in each coun- 
try, with strong 
encouragement for 
South-South trade 
in pharmaceuticals. 
It also carries out 
evaluations, -facili- 
tates training for 
pharmacy workers 


ment of drugs by 


and acts as an advocate for the use and 
manufacture of generic drugs as op- 
posed to their more expensive brand- 
name equivalents. Another concern of 
the pharmaceutical programme is the 
exploration of the benefits of herbal 
remedies and other traditional thera- 
pies. 

The Pharmaceutical Programme 

activities 


¢ Technical assistance The dissemi- 
nation of technical information via 
research, newsletters, the distribu- 
tion of publications and through 
personal visits. 

¢ Training The support of training 
activities relating to EDC (Essential 
Drugs Concept), RDU (Rational 
Drug Use) and also drug supply 
management. PAG keeps church- 
related institutions informed about 
courses, and gives some support to 
Staff participation. It facilitates study 
tours and staff exchanges between 
partners. And it supports members 
in organizing workshops at country 
or sub-regional level. 


¢ Research Supports the monitoring 
and evaluation of pharmaceutical 
activities and resources. 


¢ Networking PAG offers a global 
and local forum for networking on 
current trends in pharmaceutical 
issues, through organizing North/ 
South meetings, supporting regional — 
meetings, and supporting the 
representaticn of church health 
systems at international meetings. 


Recognising the importance of a global 
response to what has become a global 
threat, the 1995 annual meeting of the 
Pharmaceutical Advisory Group (PAG) 
discussed the privatization proposals 
contained in the 1993 World Develop- 
ment Report “Investing in Health”. The 
following year participants met with a 
World Bank representative and David 
Werner, author of “Where there is no 
doctor” tc address the effects of struc- 
tural adjustment policies on health. 


In 1997, the PAG addressed the impli- 
cations of the recent Treaty on 
Intellectual Property Rights agreement 
on pharmaceuticals. Late in the day, 
Health Action International (HAI), WHO 
and other NGOs have realised the 
implications of this new global treaty 
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which has been put together during the 
Uruguay Round of trade talks which led 
to the creation of the World Trade 
Organization in 1995. One of the 
purposes of TRIPs, as it is called, is to 
limit the production of generic pharma- 
ceuticals by strengthening patent laws. 
Prior to this treaty, companies in India 
have been able to develop their own 
technologies to produce new drugs 
within four to six years of their appear- 
ance in the world market. Under the 
terms of TRIPs, India and other countries 
will have to wait twenty years. There is, 
of course, a strong argument for pro- 
tecting markets so that pharmaceutical 
companies are given time to recoup the 
costs of development. On the other 
hand, this move is bound to widen the 
gap between the health resources avail- 
able to rich and poor people, and to 
delay to an unacceptable degree the 
application of the benefits of new 
research to the health requirements of 
developing countries. This is particu- 
larly alarming when it comes to medi- 
cines developed for newly emerging 
conditions such as AIDS and drug- 
resistant TB and malaria. 

Eor discussion: Revelation 18, 8-17. The writer 
describes the destruction of the great wicked city, 
which he calls Babylon. Why are the merchants so 


upset? Can you see any parallels with our world 
today? 


The Baby Killer 

Growing up in Barbados, Nita Barrow, 
who joined CMC as associate director 
in 1970, said that breastfeeding, until 
the 1940s, had been “a normal feature 
of daily life and as the mother went 
about her work, the baby was kept with 
her, strapped to the mother's back, 
slung on her side or just within easy 
reach, and was fed as required:” Mean- 
while, bottle-feeding was becoming 
more common in European and North 
American societies. This was fuelled, 
she believed, by the increasing number 
of working mothers, and by the convic- 
tion of many women that breasts were 
less to do with feeding babies than with 
sexual pleasure. By the 1970s, there 
had been a shift to bottle-feeding among 
Caribbean women, too. Quoting 
pioneering Jamaican paediatricians, 
Dame Nita attributed this to vanity, to 
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pressurising advertising by baby food 
companies, and to early supplemen- 
tary feeding which introduced sweet- 
ened milk into the diet. 


Contact 35, in October 1976 was en- 
tirely devoted to the subject, and Dame 
Nita's article “Breastfeeding — a must or 
a myth?” was its centrepiece. In it she 
quoted the Ugandan poet Okot p'Bteke: 

When the baby cries 

let him suck milk 

from the breast 


There is no fixed time 
for breastfeeding 


When the baby cries 

it may be he Is ill 

The first medicine for the child 
is the breast. 


The advertising practices of the baby 
milk manufacturer had recently been 
the subject for a widely publicised court 
case, which had become known as “the 
bottle babies issue”. The Third World 
Action Group was sued by a Swiss 
company, Nestlé, for publishing a highly 
critical article describing the company's 
methods of advertising and marketing 
baby milk products in developing 
countries, for example to women in 
hospital. The article was entitled, “Nestlé 
totet babys” (Nestlé kills babies). 


Contact readers today will not need 
anyone to spell out for them the benefits 
of breastfeeding. These are particularly 
important for poor people who may 
have to go without other essentials in 
order to buy expensive baby milk, or 
who have no effective means of 
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[The shift to bottle- 
feeding was attributed] 
to vanity, to pressunising 
advertising, and to early 
supplementary feeding. 


A primary health care worker 
helps a young mother learn 
breastfeeding 
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Steve Maines/Unicef 


THE CMC STORY 


People claimed that PHC 
was cheap and effective, 
but where was the 
evidence? 


Working with health data at 
EPES, acommunity-based 
health organization of the 
Lutheran Church in Chile. 
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sterilizing bottles. CMC then set itself 
the task of raising awareness of these 
benefits, via Contact, via its own net- 
works, and by influencing other agen- 
cies. For local groups wanting to take 
action on the marketing of baby milk 
and the promotion of breastfeeding, a 
“how-to-do-it” pack was produced. 


Eventually, partly as a result of vigor- 
ous and coordinated campaigning by 
NGOs -— in which CMC played a key role 
— the issue became the subject of a 
voluntary code of conduct relating to 
the marketing of breast milk substi- 
tutes. WHO, UNICEF and other organi- 
zations developed the code in consul- 
tation with the industries concerned. At 
the World Health Assembly in 1981, 
only the USA voted against the code. 
Today, promotion and monitoring of 
infant formula marketing practices are 
coordinated by IBFAN, the International 
Baby Food Action Network. 


Former .CMC staff member Tina 
Pfenninger, now working for IBFAN, 
believes that the churches have acrucial 
role to play as grassroots watchdogs 
for such unethical marketing, particu- 
larly in relation to the health of poor 
people. It is by reporting abuses, bring- 
ing them together into a coherent inter- 
national picture, and then joining with 


allies to campaign against unethical 


practices that the power of the 


transnational companies will be kept 
under control. 


For discussion: Mark 11, 15-19. This is the only exam- 
ple in the gospels of Jesus using physical violence. 
How would he have responded to the above situa- 
tions? Why does it seem so much more difficult today? 


Paying for it 

It had originally been expected that 
primary health programmes would 
become self-sufficient within a few 
years. Such expectations proved to be 
misplaced. In 1987, CMC invited the 
Ecuadorian Victor Vaca to do a study, 
which had two main aims: ¢ 


* To identify the factors that influenced 
financing and costs of community- 
based health care programmes, and 
to see how they operate in selected 
local programmes. 


¢ To identify the principles of good prac- 
tice which PHC programmes had 
learnt from experience, and to distill 
them in such a way that new initiatives 
could learn from them. . 


Victor Vaca toured’ selected 
programmes in Indonesia, the Philip- 
pines, Papua New Guinea, India, Brazil 
and Central America. His reports were 
then put together with other finance- 
related material from CMC, from WHO, 
and from DIFAM in Tubingen. A total of 
fourteen case studies from eleven 
countries were reviewed. 


Mr Vaca was initially surprised by the 
absence, in many cases, of accurate 
bookkeeping and statistical data. 
People claimed that PHC was cheap 
and effective, but where was the evi- 
dence? Primary health staff had other 
priorities. It almost seemed that the 
ethos of primary health care, with its 
insistence on participation and appro- 
priateness, had an in-built resistance to 
conventional economic analysis. 


The results of this study are set out in 
detail inthe WCC publication “Financing 
Primary Health Care Programmes: can 
they be self-sufficient?” (WCC 1987) 


The survey reaches a range of conclu- 
sions, of which the following may be of 
particular interest: 
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* PHC programmes cannot be self- 
sufficient, because their beneficiaries 
are So poor. 


¢ Itis difficult to measure the real cost of 
PHC because so much of the staff 
input is voluntary. 


¢ Community financing has to be one 
source in what should be a balanced 
- financing approach. 


¢ Outside donors often have unrealistic 
expectations about a programme's 
Capacity for self-reliance, and the time 
taken to become self-sufficient. 


¢ Well-run programmes have a ten- 
dency to grow. Although they may be 
heading for a degree of self reliance, 
they will still need additional funding if 
they are to do so. 


* Hospital-based programmes can 
become self-sufficient. 


¢ By entering into partnership, PHC and 
existing hospitals can increase each 
other's effectiveness. 


The issue of sustainability is still an 
absolutely crucial one for primary health 
Care programmes, and there is asection 
in the next chapter which describes a 
more recent study. Many agencies still 
work on the principle that a programme 
must be able to be self-financing within 
— Say — six years. But who then pays for 
staff salaries, vehicles and essential 
drugs? The insistence on sustainability 
has led to programmes giving preferen- 
tial treatment to those with money, and 
turning away poor people who have 
none. This is a key issue today, when 
cash is even shorter than it was in the 
1980s, and when the principles of 
privatisation are being vigorously 
promoted by international agencies. 

For discussion: Luke 16, 1-12. Whatis going on in this 
Strange story? Why does the lord congratulate the 
Steward? In your experience, does the story have 


anything to say about the problems of sustainable 
development? 


Health, healing and wholeness 

In 1975, in Nairobi, the WCC's Fifth 
Assembly mandated CMC to “serve as 
an enabling organization to churches 
everywhere as they search for an 
understanding of health and healing 
which is distinctive to the Christian faith”. 


This was to be done by “exploring 
insights into, and promoting theological 
reflection on, the Christian understand- 
ing of life, death, suffering and health, 
that these may find expression in the 
church's concern for health care as a 
healing community”, and by being “alert 
to the dimensions of healing which 
transcend the concern with physical 
pathology and assess the input of 
spiritual, social, ethical and psychiatric 
insights”. In 1978, in response to this 
mandate, the Christian Medical 
Commission embarked on aprogramme 
to study Health, Healing and Wholeness 
(HHW). 


Between 1979 and 1988, ten regional 
consultations were held. They brought 
together 814 participants (pastors, theo- 
logians and health professionals) from 
95 different countries. They took place 
in the Caribbean, Central America, 
Africa, Southern Asia, South East Asia, 
Pacific, South America, North America, 
Europe and North East Asia. A national 
seminar was held in Egypt in 1980, the 
current political situation in the region 
having made it inadvisable to go ahead 
with plans for a Middle East consulta- 
tion. Two consultations on death and 
dying and a third focusing on addiction 
were held at Bossey, in Switzerland; 
and a conference on the role of herbal 
medicines in health was held at 
Achimota in Ghana. 
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Training traditional birth 
attendants in the role of herbal 
medicines in Rwanda. 


But whe then pays for 
staff salaries, vehicles 
and essential drugs? 
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A Swedish delegate 


commented: “We are 
looking for love in the 
midst of all this damned 
security”. 


The results of the study are published 
as a well written pamphlet, entitled 
“Healing and Wholeness: The Churches 
Role in Health” (WCC Geneva 1990). 


New issues emerged from the different 
consultations. For example, the Central 
American meeting highlighted structural 
injustice and its effects on health. In 
Africa, central issues were those of 
traditional healing and African spiritual- 
ity. In Europe, the absence of effective 
community was a key concern. Loneli- 
ness was a feature of socialist countries, 
where the state took responsibility for 
basic needs, and people did not need 
to help each other. In Eastern Europe, 
pressure to accept atheistic material- 
ism produced a spiritual emptiness that 
was the enemy of health. In Hong Kong 
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and other urban societies, leading 
causes of death in children were not 
communicable diseases but injury, 
poisoning and cancer. A Swedish 
delegate, from one of the most efficient 
social security systems in the world, 
commented: “We are looking for love in 
the midst of all this damned security”. 


Inequalities in health 
Itis not possible, here, to go through the 
whole of this crucial study. Nor would it 
be desirable. One of the most important 
messages is that each political, social 
and economic context is unique. 
Nevertheless, there are three general 
points — issues that affect everyone — 
which seem of particular importance for 
a Christian organization to consider. 
The first is the unequal burden of sick- 
ness, disability and preventable death 
born by different parts of the world. The 
secondis the inequity of resources avail- 
able to deal with it. The third is the 
problem of identifying whose under- 
standing of health governs the healing 
agenda. The following quotations from 
the study report are particularly relevant 
here. 
Eighty-five per cent of the 450 million 
people in the world who suffer from 
disability come from developing 
countries, which have only 2% of the 


resources to treat and care for 
disabilities. 


In dialogue about health, there is a 
lack of a common anthropology, so 
that it is questionable whether the 
medical scientists and the theologians/ 
pastors are really looking at the same 
person. The churches' position on 
medical-ethical issues arises out of a 
whole picture of life and its 
incarnational significance to which the 
gospel gives meaning. 

James McGilvray, first Director of 

CMC 


Is it possible that these observations 
offer a way round the confrontational 
“either-or’ thinking which created such 
major divisions during the 1980s? 
Perhaps the real agenda for healing is 
political and spiritual, moral and eco- 
nomic? The reason for the persistence 
of two paradigms (the medical model 
and the wholistic model) may be that 
there are in fact a number of conceptu- 
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ally different things going on when a 
person presents as sick, dying or 
disabled, and that the people engaged 
in the dialogue which sets the healing 
agenda “are not looking at the same 
person”. 


We are human beings engaged on a 
Spiritual journey. We are also spiritual 
beings engaged on a human journey. 
The churches exist at the frontier 
between the spiritual and the human. 
Incarnation, crucifixion and resurrec- 
tion, the defining concepts of the 
Christian faith, are not just the most 
profoundly physical of all experiences, 
they are also the most powerfully 
Spiritual. In them, the divine becomes 
human, the human becomes divine. If 
this is true and relevant, as Christians 
believe, then the task of the church is 
_ notjust to promote and pay for Christian 
_ health care, but to see the commitment 
to the healed individual in the healed 
community as a non-optional dimen- 
sion of its own life. 

For discussion: Luke 13, 10-17. This story is about 
Jesus’ ministry to marginalized eople. Itis also about 
the nature ce rmal eae What does it say to you 


about (a) disabled people; (b) the ministry of healing; 
and (c) the ShOrch? 


The healing church: in search of a 
model 


Early in the study, the question was 
asked, “What is unique in Christian 
health care?” Now we wonder whether 
we should rather be asking, “What 
does God require of us as Christians ?” 
Quotation from report of HHW Study 


In the light of the evidence from the 
HHW study, there was a strong case for 
the churches themselves and local 
Christian communities, through their 
outreach, their liturgy and their way of 
being church, to become involved with 
the work of healing and to learn from 
those for whom healing was already a 
priority. This came out particularly 
strongly in the Egyptian and African 
consultations. 


Healing and the building of community, 
according to the Orthodox view, are 
part of the basic concepts of forgive- 
ness and the Eucharist (Holy 
Communion). The final concept of 
forgiveness is the restoration of a 
person to the community. It is this 
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concept that lies behind the pronuncia- 
tion of the absolution in the Orthodox 
church, an absolution addressed not to 
a singular but to a plural object and 
repeated not once but several times in 
the liturgy. Why? Because sin shatters 
the community and forgiveness 
restores healthy relationships within 
community. 

Egyptian consultation report 


In July 1989, when the study was being 
wound up, the WCC Central Commit- 
tee met. “Member churches,” it said, 
“must be challenged to make policy 
statements on their involvement in 
Christian health care and healing, thus 
re-affirming the healing ministry of their 
church.” The Committee further noted 
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.. different things (are) 
going on when a person 
presents as sick, dying or 
disabled ... 


Palestian boy in Ahli Arab 
Hospital 
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Kinshasa: Children worship at 
the Kimbanguist Church. 


There was a strong case 


for the churches 


themselves .... to become 


involved with the work of 
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healing 


that this implied “the de-profess- 
ionalisation of health care and healing 
and the building of the care-giving 
Capacity of every member of the con- 
gregation.” A striking example of this 
kind of involvement comes from the 
Minahasa area of the island of Sulawesi 
in Indonesia. 


The healing task of the church had ~ 
been gradually given over to profes- 
sionals.... We have become aware of 
the incompleteness of working in 
isolation or of trying to represent the 
whole church in our work. Therefore 
we have tried to build up a strong 
interaction with church leadership. 
Where many health programmes in 
the Indonesian churches adopted a 
foundation as their legal working base, 
the GMIM(Minahasa Evangelical 
Christian Church) Health Service 
opted for direct government by Sunod 


and its board, thus making close 
interaction and serious discussion 
necessary. Apart from this structural 
aspect, many of the key hospital staff 
and personnel are active as elders, 
deacons, or as members of the Sunod 
board. In this way the close relation- 
ship of church and health work is 
possible, and it is easy to look at 
health from another perspective than 
the strictly professional. 

Bert A Supit, in Contact 90, April 1986 


Dr Supit goes on to describe the effects 
on the GMIM churches of this involve- 
ment. Part of their 50th birthday cel- 
ebrations included the establishment 
ofaclinicina group of very poor villages, 
and a big group service at which several 
doctors preached about the healing 
Christ. The hospital staff, together with 
the Church Lay Training Department 
and the Theological Faculty, put 
together a discussion booklet called 
The Healing Church. Over 500 hundred 
members joined in this discussion 
process, to prepare themselves to com- 
municate the message to the 560 
congregations of the GMIM church. A 
booklet containing sermon notes and 
bible study material was also produced, 
with additional suggestions for practical 
involvement such as health insurance 
schemes, latrine building or weighing 
programmes. Short courses for 
members of the congregation were held 
in the hospital itself, and the long- 
established Diakonia fund was 
rethought and revived. 


... congregations are now ready to take 
action, but the technical skills to act 
are lacking. The increasing demand for 
knowledge and skills is more than 
PHC staff has time to provide. Thus 
the expectations, which have been 
raised by our programmes, cannot 
always be immediately met, and this 
may lead to frustration in some cases. 
Bert A Supit, in Contact 90, April 1986 


The GMIM experience is just one 
example of the changes that can take 
place in local church life when healing is 
taken seriously as part of the agenda. 
But although others will recognise in it 
aspects of their own predicament, the 
challenge to the churches of Sulawesi, 
as everywhere, were specific to its own 
context. 
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The findings of the grassroots consul- 
tations are a “tapestry depicting their 
understanding of health. The major 
recurrent thread throughout that fabric 
is the fact that health is not primarily 
medical. Although the health industry 
is producing and using progressively 
more sophisticated and expensive 
technology, the increasingly obvious 
fact is that most of the world's health 
problems cannot best be addressed in 
that way. The churches are called to 
recognise that the causes of disease 
in the world are social, economic and 
Spiritual, as well.as bio-medical. Health 
is most often an issue of justice, of 
peace, of integrity of creation, and of 
Spirituality”. 
From “Health, Healing and 
Wholeness”, WCC 1990 


i ion: John 17, 25-26 (or the whole of this 
chapter). Jesus asks that after he is gone the love 
between himself and the Father may be reflected in the 
love his disciples have for each other. What implica- 
tions does this have for our churches? 


A new realism 

Surveying CMC's experience of the 
1980s at its Bridgetown, Barbados, 
meeting in 1993, Dr Rainward Bastian 
spoke of a feeling of disillusion and 
sadness. The high hopes of the 1970s 
had not been realised. It seemed that 
there was a limit to what global and 
national programmes could achieve. In 
Europe, anew nationalism was becom- 
ing apparent, with disastrous effects on 
health services, and on other countries 
of the world. All over the world, the 
budget constraints on health ministries 
had increased. Many of the coordinating 
bodies had gone into crisis, their out- 
standing successes of the 1970s 
dwindling, and ecumenical collabora- 
tion weakening. The process of 
inculturation, the coming together of 
traditional and Western methods, had 
been slower than expected. This was 
especially true in Africa, where it was 
linked with the continued dependence 
on foreign staff. The spread of commu- 
nity-based and congregation-based 
health work had also been slow. In the 
North, instead of learning from the ex- 
perience .of the South, community 
cohesiveness and mutual responsibil- 
ity had, on balance, decreased. 


Dr Bastian was not alone in reaching 
the end of the 1980s with a sense of 
sadness. There were others who, 
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looking back on the pioneering days of 
the late 1960s and early 1970s, 
wondered what had gone wrong. The 
great ideas of those early days had only 
partially been realised. “It is time,” said 
Dr Bastian, “for anew sense of realism.” 


The next years were to be a time for 
reassessment of the past, and for the 
setting of new priorities; for looking back 
on past triumphs, but also forward to a 
renewed vision of what a global ecu- 
menical health network can contribute 
to the ongoing story of the people of 
God. 

Exodus 16, 1-15. This is a powerful story. Imagine, in 
turn, that you are Moses; the children of Israel; and 
God. How, in each case, would you feel? Why does 
God respond in the way he does? Do you have 
moments when you wonder why you ever got involved 


with the work you are doing? If so, how do you respond 
to such times of uncertainty? 
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Traditional health practices in 
the Philippines. 
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Many countries in the 
South had huge debts. 


CMC in the 1990s 

Clockwise from top: 

Tina Pfenniger, Diana Smith, 
Fernande (Nanda) 
Chandrasekharan, 
Maria-Victoria (Minnie) Carles- 
Tolra, Eva Ombaka, Marilu 
Fornerone, Kofi Asante, Erlinda 
Senturias, Margareta Skéld, 
Jenny Roske. 
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CHAPTER Four 


BRAVE NEW WORLD? 


Looking forward, looking back 

On the political front, the 1990s opened 
in hope. A more just and peaceful world 
seemed a real possibility. In South 
Africa, there would soon be a black 
president; in the Middle East, a new 
commitment to peace. The Berlin wall 
had fallen, and the cold war, which had 
proved so damaging to the rest of the 
world, had finally ended. 


For the world's poorest people, these 
shifts were largely irrelevant. The factors 
hampering the development of healthier 
communities were still in place. Many 
countries in the South had huge debts, 
and the conditions for rescheduling them 
included structural adjustment policies 
that entailed cuts in welfare spending 
and had disastrous effects on the health 
of families. Indebted to international 
bodies like the World 
Bank, governments 
found their ability to 
act curtailed. The dis- 
integration of the 
Soviet Union led to a 
loss of confidence in 
the socialist agenda, 
and also the loss of 
an ideological home 
for those who 
opposed capitalism. 
The growing power of 
transnational compa- 
nies and international 
financial institutions 
was leading to a world 
without borders in 
which poor countries 
became poorer, and 
the marginalized had 
less hope that they 
would ever come in 
from the cold. In the 


meantime, the gap between rich and 
poor, rich countries and poor countries, 
was widening rather than narrowing. 


It had been a key principle for Christian 
Medical Commission that the road to 
better health lay in strengthening com- 
munities, and their members, to take 
responsibility for their own health and 
well-being. Globalization erodes that 
ability because those who are affected 
by the problems it creates are very far 
away from the centres of decision- 
making. National infrastructures are 
caught in the same trap as the poor 
communities themselves, being subject 
to global pressures over which they 
have little control. 


Of the major pieces of work carried out 
by CMC in the eighties, two of them 
directly addressed these issues. The 
Pharmaceutical Programme estab- 
lished models for the procurement of 
appropriate and affordable drugs, as 
an alternative to the costly or unsuitable 
products marketed or dumped by many 
major drug companies in the developing 
world. The breastfeeding programme 
took astand against the marketing prac- 
tices of a multinational baby milk manu- 
facturer. Both these programmes 
involved working with a range of other 
organizations, national and interna- 
tional, statutory and voluntary, Christian 


_and non-Christian. Both targeted key 


points at which global economic power 
interfaces with the health of poor com- 
munities. There is much to be learnt 
from these initiatives, as examples of 
how action for community health can be 
effective in the context of globalization. 


But the major legacy from the 1980s, as 
far as CMC was concerned, was the 
study process on Health, Healing and 
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Wholeness. The regional meetings had 
made a powerful impact. If the healing 
community was the church itself, what 
did that imply for Christian action and 
thinking, for church organization, for 
liturgy, for financing? The potential 
implications of this study, the mind- 
boggling possibilities it suggested, were 
almost too great — and ultimately too 
poatenaing — to contemplate. 


n: Romans 8, 31-39. What are the exter- 
nal eae to your own work, or your own organiza- 
tion? Which “principalities ‘and powers” are you 
conscious of? How does this passage help? 


CMC within WCC 

When the World Council of Churches 
set up a Christian Medical Commission, 
back in 1968, the Commission formed 
part of the work of Mission and Evange- 
lism. Following the Nairobi Assembly, 
in 1975, it became part of the Unit on 
' Justice and Service. In 1992, there was 
a further re-organization and CMC 
moved back into what is now Unit Il, 
Churches in Mission, Health, Educa- 
tion and Witness: a move which partially 
reflected the thrust of its work during 
the 1980s, since the Health, Healing 
and Wholeness study was so closely 
identified with the core-life of churches 
and congregations themselves. 


Since the earliest days, there has been 
debate about how CMC relates to the 
traditional tasks of the churches. James 
McGilvray, in “The Quest for Health and 
Wholeness”, suggested that CMC's 
ministry was its service, and that both 
were part of the whole mission of the 
church. These debates are not just 
semantics. If your work comes under 
the heading of “Justice”, or on the other 
hand of “Ministry”, it may well have 
implications for the style and language 
in which you talk about it; for the way 
you communicate it, and to whom; to 
the identity of the groups you relate to 
structurally, and to the theological tradi- 
tion from which you draw your concepts. 


CMC - Churches' Action for Health, 
today, falls within in the Council's work 
on mission. This means that the 
networks it relates to within the member 
churches are no longer the justice ones, 
but (in situations where these are struc- 


turally separate) the mission ones. For- 
tunately, most churches are coming to 
realise that their concern for justice and 
for mission are so integrally connected 
that they cannot be separated without 
radically damaging the agenda of both. 
Nevertheless, the past has a powerful 
influence. With the best will in the world, 
the priorities of the justice and service 
networks may tend to be geared to 
activism, development, campaigning, 
social and political change, whereas 
the priorities of the mission networks 
may still, to a large extent, be geared to 
church growth and overseas service. 


If CMC is going through an identity 
crisis, it has to face it during a period in 
which the WCC is faced with reinventing 
itself, and when the ecumenical move- 
ment itself is confronting challenges to 
its self-understanding. In many parts of 
the world, congregations ‘in the main- 
stream churches are dwindling numeri- 
cally, and in particular, are failing to 
attract a new generation of young peo- 
ple. Human and material resources 
which were once committed to ecu- 
menical activity are now being diverted 
to building up denominational identity. 


If the church itself is in such need of 
healing, what challenges does this 
represent to the future priorities of an 
ecumenical network committed to 
“action for health’? 

For discussion: John 2, 18-22. The theme of destruc- 


tion and renewal, death and resurrection occurs 
repeatedly in the New Testament. It can be applied to 
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Dr Nelson Mandela, now 
President of South Africa, meets 
Dr Emilio Castro, General 
Secretary of WCC 

in Johannesburg, 1991. 


Fortunately, most 
churches are coming to 
realise that their concern 
for justice and for 
mission are integrally 
connected. 
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The connections between 
AIDS and sexuality, and 
AIDS and paternalistic 
structures have made it 
very difficult for churches 


to face up to the 


implications of HIV 


transmission 


WCC chapel prepared with 

the AIDS ribbon for the Central 
Committee meeting, 
September 1996. 
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institutions and organizations as well as individuals 
and their spiritual lives. Can you think of any examples 
in your own experience? Where can you identify the 
presence of God in these examples? 


The challenge of HIV/AIDS 

In the thirty years of CMC's life, no 
health issue has received so much 
public attention as the challenge of 
HIV/AIDS. For the churches, it is has 
involved soul-searching. Their pastoral 
calling to minister to the sick and 
marginalized has drawn many Chris- 
tian institutions to care for people living 
with AIDS; but the connections between 
AIDS and sexuality, and AIDS and 
paternalistic structures have made it 
very difficult for churches to face up to 
the implications of HIV transmission not 
just for Christians but for the churches 
themselves. The challenge to the 
churches was to re-examine the condi- 
tions which promoted the pandemic, 
and to become more conscious of the 
human implications of broken relation- 
ships and unjust structures, and of their 
own complacency and complicity. 


In 1994, the Central Committee of the 
World Council of Churches meeting in 
Johannesburg, 
South Africa 
mandated the 
formation of a 
consultative 
group to con- 
duct a study on 
HIV/AIDS. The 
aim would be to 
help the ecu- 
menical move- 
ment to shape 
its response in 
four areas: 
theology; 
ethics; pastoral 
care and the 
church as a 
healing com- 


munity; and, 
justice and 
human rights. 
The study 
should chal- 
lenge the 


churches to be 
more honest, 


more faithful and better informed, and 
also to become safe places for people 
living with HIV/AIDS. Dr Erlinda 
Senturias from the Philippines coordi- 
nated the process. 


An international group was appointed: 
medical and non medical, clergy, reli- 
gious and lay, all of them either living, or 
in some way working, with AIDS. The 
two-year process, chaired by Dr 
Christoph Benn, is described by those 
who took part as a journey, one on 
which the “travellers” —in spite of appar- 
ently irreconcilable differences of 
approach — found that they experienced 
a high degree of common vision. 
Members describe a sense of unity and 
inspiration in listening to each other, 
and in worshipping together, and in the 
various encounters with the reality of 
HIV/AIDS in different cultural contexts. 


The report, when it was published, drew 
together the findings of the four working 
groups, (theology; ethics; justice and 
human rights; and pastoral care and 
the healing community), all of which 
addressed the real experience of people 
with AIDS in different parts of the world. 
It is impossible to do justice, in this brief 
section, to the insights or to the quality 
of dialogue contained in it. They are all 
presented in “Facing AIDS: The Chal- 
lenge and the Churches' Response” 
published by WCC in 1997. | will, 
however, quote in full the recommen- 
dations that go into the final chapter 
(see box on page 36). 


This consultative process was a major . 
programme of WCC as a whole. While 
it was coordinated by CMC-Churches’ 
Action for Health, the participants were 
drawn from different interest groups 
within the Council's life. In addition, 
CMC itself sponsored innovative pieces 
of work, and held regional meetings in 
Asia, Latin America, the USA, and Africa 
and Europe. It also supported the setting 
up of ICAN, the International Christian 
AIDS Network. 


In Africa, encouraged by CMC, the 
Tanzanian, Ugandan and Zairian 
Protestant medical agencies set up an 
experimental Participatory Action 
Research (PAR) programme. This 
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Theology from the standpoint of 
the body which suffers and 
dreams and delivers itself up to 
the Mystery. 

It is hard not to speak in the first 
person singular. | do not think this 
implied reductionism or exaggerated 
individualism. Every time we pay 
_attention to individual experience, we 
can identify elements which are more 
general, collective. 


That is the case with the suffering 
body. When my infections became 
acute in recent years, the immediate 
sensation was the identification 
through my body with the bodies of 
so many other people, in anonymity 
and solidarity; with - somehow — the 
suffering and the limits to energy and 
the resistance to pain. 


In a way, the suffering led me to 
realise the limits of my body. There 
was a kind of division between the 
pace of thought and awareness — a 
quicker one, more hopeful, trying to 
get around limits — and the lack of 
control over legs and feet, over the 
body in pain, over the unexpected 
sleepiness and intermittent diarrhoea. 


As anormal response to the pain and 
despair of experiencing limits, a pro- 
found cry sometimes, in silence or in 
tears,amurmurthatseems like Paul's 
image of all of creation groaning as if 
in the pangs of childbirth as it awaits 
its liberation from limits and vulner- 
ability (Romans 8). Asensation of the 
collective unconscious: in one body, 
all bodies. The tired, suffering body 
of the world, the oppressed and down- 
trodden body of the poor, the 
repressed and violated body of so 
many women, the bodies, without 
energy and resistance of boys and 
girls... 


Itis impossible notto have the feeling, 
in spite of the particularity of my 
experience, of identifying with 
millions. Yes, we are millions who are 
infected and affected. 


Ernesto Barros Cardoso, from his statement “The 
experience of faith in the face of suffering despair, 
the search for healing and salvation, the expecta- 
tion of death, the hope of resurrection” to the 
HIV/AIDS study process. 


turned out to be a crucial plank of the 
AIDS work they supported. The idea for 
PAR arose from the perception that 
communities so burdened with the 
problems produced by HIV are (a) in 
urgent need of building up their coping 
Capacity and (b) strongly motivated 
towards a fundamental examination of 
cultural and other factors which reduce 
that capacity. PAR enabled communi- 
ties to do their own research, to identify 
the issues that need to be addressed, 
and to develop strategies for dealing 
with those issues. This system is fully 
described in an excellent and clearly 
presented new handbook called “Con- 
fronting AIDS Together”, written by Anne 
Skjelmerud and Christopher Tusubira, 
Director of the Kagoma project in 
Uganda (See Contact 160). 


In the context of AIDS, the subordina- 
tion of women has become an urgent 
threat to public health. 
Jonathan Mann, former Director of 
WHO's Global AIDS Programme 


The programme on women, health and 
the challenge of HIV was another major 
piece of work for CMC, drawing together 
programmes in Brazil, Argentina, Costa 
Rica, Chile, India, Thailand, Papua New 
Guinea, Uganda, Zaire, Tanzania and 
the USA. Attitudes to women, it found, 
are so ingrained in the cultures of com- 
munities that for most of the world's 
population it is almost impossible for 
the individual to change his or her 
behaviour except in the context of a 
general decision within the community 
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PAR enabled 
communities to do their 
own research, to identify 
the issues that need to 
be addressed, and to 
develop strategies for 
dealing with those issues. 


A woman mourns her husband, 
her children mourn their father. 
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We ask the churches 
to provide a climate 
of love, acceptance 
and support 
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$$, 


WHAT THE CHURCHES CAN DO 


A: The life of the churches: 
responses to HIV/AIDS 


1.We ask the churches to provide a 
climate of love, acceptance and 
support for those who are vulner- 
able to, or affected by, HIV/AIDS. 
This could be expressed by 
providing space for these concerns 
to be raised within regular worship, 
by special worship events (for 
example, in observance of World 
AIDS Day on 1 December), through 
support groups and by visits to those 
affected by HIV/AIDS. 


2.We ask the churches to reflect 
together on the theological basis 
for their response to the challenge 
posed by HIV/AIDS. 


3.We ask the churches to reflect 
together on the ethical issues raised 

- by HIV/AIDS, and to support their 
own members who, as health care 
professionals, face difficult ethical 
choices in the area of prevention 
and care. 


B: The witness of the churches in 
relation to immediate effects and 
causes of HIV/AIDS 


1.We ask the churches to work for 
better care for persons affected by 
HIV/AIDS. 


2.We ask the churches to give par- 
ticular attention to the conditions of 
infants and children affected by the 
HIV/AIDS pandemic and to seek 
ways to build a supportive environ- 
ment. . 


3. We ask the churches to help safe- 
guard the rights of persons affected 
by HIV/AIDS and to study, develop 
and promote the human rights of 
people living with HIV/AIDS through 
mechanisms at national and inter- 
national levels. 


4.We ask the churches to promote 
the sharing of accurate information 


about HIV/AIDS, to promote a 
climate of open discussion and to 
work against the spread of misin- 
formation and fear. 


5.We ask the churches to advocate 
increased spending by govern- 
ments and medical facilities to find 
solutions to the problems — both 
medical and social — raised by the 
pandemic. 


C: The witness of the churches in 
relation to the long-term causes 
and factors encouraging the 
spread of HIV/AIDS 


1.We ask the churches to recognise 
the linkage between AIDS and 
poverty, and to advocate measures 
to promote just and sustainable 
development. 


2.We urge that special attention be 
focused on situations that increase 
vulnerability to AIDS such as 
migrant labour, mass refugee 
movements and commercial sex 
activity. 


3.In particular, we ask the churches 
to work with women as they seek to 
attain the full measure of their dignity 
and express the full range of their 
gifts. 


4.We ask the churches to educate 
and involve youth and men in order 
to prevent the spread of HIV/AIDS. 


5.We ask the churches to seek to 
understand more fully the gift of 
human sexuality in the contexts of 
personal responsibility, relation- 
ships, family and Christian faith. 


6.We ask the churches to address 
the pandemic of drug use and the 
role which this plays in the spread 
of HIV/AIDS and to develop locally 
relevant responses in terms of care, 
de-addiction, rehabilitation and 
prevention. 
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that such change must occur. It was 
intended that the findings should be 
presented at the NGO forum of the UN 
Conference on Women in Beijing, 
though this was not in the end possible, 
and the group met, simultaneously with 
the Beijing conference, at Vellore in 
South India. The findings of this pro- 
gramme, plus the stories of many of the 
people who took part in it, appear in 
“Love in a Time of AIDS” by Gillian 
Paterson (WCC 1996, Orbis 1997). 


There are many reasons why the HIV 
pandemic offered CMC a chance to 
make use of what it had learnt over the 
previous twenty years. 


Women rejected because of 
AIDS find refuge at a special 
home run by the sisters of 
Mother Theresa’s order. 


1.CMC networks have always recog- thathasemergedfromWCC'sHIV/AIDS 


nised the association between ill 


L Gubb/WHO 
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health, poverty and marginalization, 
and. tried to encourage change. 


2.Sexual relations, and our gender- 


related behaviour generally, are part 
of our cultural heritage. They are 
therefore very difficult to change. 
CMC has always linked health with 
the need for development and com- 
munity building. 


3. For this infection, at this time, there is 
no cure. HIV/AIDS therefore chal- 
lenges our view of what constitutes 
healing. Maybe. Healing after all 
involves living with confidence that 
you are loved and accepted, and 
dying with dignity, in a community 
which is at peace with itself. These 
are issues which CMC had been 
looking at in the Health, Healing and 
Wholeness programme. 


Many churches have good records of 
setting up pastoral programmes for 
caring for people with AIDS and sup- 
porting their dependants. What is not 
so easily accepted is the extent to which 
the churches embody in their own being 
the complex of factors which leads to 
the spread of HIV. Churches tend to be 
hierarchical and patriarchal structures; 
they do not readily welcome people 
who are marginalized or stigmatized 
within society; they are bad at acknowl- 
edging sexuality; and for most of them, 
the healing role of the church is not a 
priority. The extraordinarily rich material 


programmes presents a huge challenge 
to the church, and to moral theologians. 
The immensity of this challenge has yet 
to be fully understood. There are lessons 
here, however, for the Christian under- 
standing of health and healing, and the 
role of the churches in making it happen. 
For discussion: John 11, 32-46. Ernesto Cardoso was 
a Brazilian lay theologian who died of AIDS in 1995. 
Ernesto's experience of living with AIDS made him 
identify strongly with Lazarus’ experience of lying 
rotting in the tomb, and then being led out to new life by 


Jesus. Why might that be? How Is “new life” possible, 
even for somebody who is dying? 


Capacity building 


| think the key is a process of 
Situational analysis done by the com- 
munity itself. By beginning to work on 
the health problems, the people begin 
to get a sense of their power to affect 
at least some aspects of their lives. In 
the process of situation analysis, 
determining the causes of poor health, 
people begin to move back from 
focusing on curative action to preven- 
tive action, and eventually they begin 
to take socio-political action. 
Part of an interview with David 
Werner, author of “Where there is no 
Doctor”. Contact 129, February 1993 


The decade opened with a feeling that 
not enough headway had been made 
with the establishment of community- 
based health care, and a concern that 
problems of sustainability would further 
hamper its progress. The challenge that 
presented itself was to build up the 
coping capacity of communities, so that 
they were less dependent on help from 
outside. In 1987, in Zimbabwe, a set of 


The challenge that 


presented itself was to 


build up the coping 


capacity of communities, 


so that they were less 


dependent on help from 


outside. 
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Community training session in 
Latin America 


“Training for 
Transformation” was 
designed to bring people 
together and equip them 
to tackle problems in 
their own environment in 
an effective way. 
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radically different course books for 
communities appeared. Developed by 
two Roman Catholic sisters, and based 
on Freirean methods used in Latin 
America, “Training for Transformation” 
was designed to bring people together 
and equip them to tackle problems in 
their own environment in an effective 
way. 


Dan Kaseje, who was then Director, 
saw the importance of these methods 
for the CMC family. First, health profes- 
sionals rarely have the training or expe- 
rience for building up leadership pat- 
terns and coping capacity. This meant 
that there was a need for selection and 
training of community members as 
facilitators. Second, many church 
leaders did not understand the partici- 
patory approach, regarding it as a 
mystery or a threat rather than a valu- 
able resource. And finally, with some 
exceptions, little progress had been 
made in changing priorities in the edu- 
cation of doctors, or introducing medical 
students (who tended to come from 
middle class families) to the realities of 
life in poor communities. 


Think-tank meetings 

In 1989, CMC sponsored an interna- 
tional think-tank on community-based 
health development, and in 1990, 
regional and sub-regional think-tanks 
were held in Benin, the Solomon Islands 
and Amsterdam. Participants in the 
think-tanks then organized a series of 
training workshops for facilitators, 


notably in Benin, Sierra Leone, Zaire 
and Cameroon. In Sierra Leone and 
Liberia, workshops for church leaders 
were also held. The meetings were 
designed to give participants experi- 
ence in using capacity-building meth- 
odologies, and help them develop work- 
shops for their own localities. 


Among the resources available, we 
would like to mention methodologies 
such as “educacion popular de salud” 
from Latin America, participatory 
health training methodologies from the 
Philippines, India and Japan, and 
community health methodologies 
coming from Africa (AMREF). The 
educational process is contextual and 
takes into account the cultural and 
social differences of each region. The 
value of the participatory approach is 
that it is a process, a movement which 
is alive and which is based on and 
nurtured by people's experiences and 
not imposed techniques. 

Report on capacity building by 

Margareta Skdéld 


| found (in being part of the CMC 
family) the possibility of opening 
spaces so that people, who were very 
isolated by reason of the national 
situation in Argentina, could share 
experiences. When | came in contact 
with people from Chile, Uruguay, 
Paraguay and Brazil, | learnt how 
important it is to know other experi- 
ences, to debate about the common 
problems and how to find mutual 
solidarity. 
Mabel Filippini, Director of CEASOL 
(Asociacion del centro ecumenico de 
accion solidaria), Buenos Aires, 
Argentina 


The participants begin their learning 
experience in the workshop by sharing 
their own experiences in their respec- 
tive communities and organizations. 
Facilitators and resource people help 
to manage the flow of communication 
among participants. The learning 
experience can only happen if the 
participants learn to share honestly 
among themselves, to listen to what 
others have to say and to express 
themselves freely. 


We would like to believe that the 
training we offer at AHI (Asian Health 
Institute) is aimed not just at 
increasing knowledge but at providing 
a venue to share concrete experiences 
and insights; successes and failures 
and shortcomings; as well as dreams, 
visions, concrete alternatives and 
action plans to promote the transfor- 
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mation process, starting from oneself, 
in the struggle to improve the quality of 
life at the grassroots. The training 
process is aimed at initiating self- 
change, at renewing the conviction to 
be of greater service to people, 
through attitudinal change and the 
sharpening of critical faculties and 
understanding of social phenomena. 
There can be no social change without 
self-change within those who are 
catalysts of social change and also 
within the people who are the subjects 
of social change. We are speaking 
here of an education process for 
liberation, based on Paolo Freire's 
“Philosophy of Education”. 
Yoshi Ikezumi, Executive Secretary, 
Asian Health Institute, Aichi, Japan 
(published in Contact 129, February 
1993) 


These participants speak of the liberat- 
ing effects of these regional meetings. 
_ Being part of a movement that was 
global, but also local, was an inspiring 
one. While the key to success was the 
ability to engage with a particular 
context, it became clear, too, that much 
was to be learnt from cross-cultural 
encounters. South-South consultancies 
and South-South dialogue at meetings 
were proving invaluable. 


In the course of 1991, CMC employed 
a consultant, Dr Patricia Nickson, to 
promote and coordinate the programme 
among member churches and coordi- 
nating agencies in Africa, with a par- 
ticular emphasis on Francophone coun- 
tries. Her brief was to help local churches 
in organizing workshops and seminars, 
and to explore possible routes to cur- 
riculum development for community 
health courses. The only option for stu- 
dents was often to go for training in 
Europe: a costly exercise, and not 
always appropriate for people working 
at community level. In 1992, in 
Nyankunde in northern Zaire (now the 
Democratic Republic of Congo), the 
Institut Panafricain de Santé 
Communautaire (IPASC) was set up, 
with the collaboration of and support of 
the Liverpool School of Tropical Medi- 
cine in England. It runs three-month 
courses, and facilitates the organiza- 
tion of workshops and conferences in 
Francophone Africa. 


In 1991, a regional conference was 
held in Quito, which led to the setting up 
of local networks in South America; 
between 1992 and 1994 workshops 
were held in. Tahiti, Tonga and Kiribati, 
and the Cook Islands; leading to a 
range of local activities; and in 1993 
CMC facilitated a training for transfor- 
mation workshop with ecumenical 
church groups in Sweden. 

For discussion: Ezekiel 37, 1-14. This powerful story is 
about God using Ezekiel to restore wholeness and life 
to anation that was falling apart. It is a dream. But the 
flesh and the sinews are real, and God's plans for his 
people are, too. Can you think of any parallels in your 
own experience? They may be situations in which new 


life has happened, or situations in which it is desper- 
ately needed. 


Crucial links and partners 


Blessed are the flexible, for they shall 
not be bent out of shape. 
Elizabeth Sele-Mulbah, former Execu- 
tive Director of the Christian Health 
Association of Liberia 


This section is an account of one of the 
think-tank meetings. It drew together 
people mainly from one continent. | am 
going to give ita section to itself because 
it led to a network in Africa which may 
provide food for thought among 
churches and health professionals in 
other regions. 


In October 1995, CMC-Churches’ Action 
for Health sponsored a consultation in 
Harare to which it invited representa- 
tives of the International Red Cross and 
Red Crescent Societies, and also 
Dr Hari John, a pioneer of the commu- 
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South-South 
consultancies and 


South-South dialogue 


at meetings were 
proving invaluable 


Dan Kaseje, former Director of 
CMC 


lp ACTION | 


J 


L. 


39 


Howard Davies/Panos Pictures 


THE CMC STORY 


The most urgent needs, 
it seemed, were to be 
flexible, not to panic... 


Rwandan refugees waiting to 
cross a bridge into Zaire. 


40 


nity-based health care movement in 
India. Organized by Dan Kaseje and 
Margareta Skold, its aim was to set up 
networks and structures that would 
ensure the sustainability and effective- 
ness of community action for health in 
Africa into the 21st century. It was 
entitled, “The sustainability of commu- 
nity-based health care beyond the year 
2000: The crucial links and partners.” 


The first impression that emerges from 
reports of this consultation is of a group 
of people who are all trying to find 
space for community-controlled health 
care within an overwhelmingly hostile 
environment. In their attempts to 
develop health and other programmes, 
participants had found their working 


agenda dictated by knee-jerk reactions 
to war, drought, AIDS, political instabil- 
ity, increasing poverty and chronic 
underdevelopment. In many of these 
situations, no immediate improvement 
seemed in sight. In a continent which 
seems to have been dogged, recently, 
by disasters of various kinds, how does 
one make a start, even, on the business 
oflong-term capacity building? The most 
urgent needs, it seemed, were to be 
flexible, not to panic, to be prepared for 
the process of digging in for a long 
struggle, and to be willing to see health 
in its very broadest sense. 


| will allow the participants in the Harare 
meeting to speak for themselves. 


From the church compound, we 
witnessed the advance of what turned 


out to be 1.5 million (Rwandan) refu- 
gees. In the initial panic, | failed to 
realise that | was not expected to cope 
with the influx of refugees. In retro- 
spect, we have identified three priori- 
ties for the future. First, “preparedness 
arrangements” should be made. 
Second, requests for assistance 
should be sent out as quickly as 
possible. Third, provision for care for 
the carers was vital. 

Patricia Nickson, Director of IPASC, 

Democratic Republic of Congo 


When refugees were pouring over the 
border from Rwanda and Burundi into 
the western Tanzanian village of 
Ngara, the Tanzania Red Cross were 
the first agency on the spot to deal 
with the situation. Later, a German 
Red Cross team was sent, which took 
over all responsibilities and didn't even 
sit down to discuss the situation with 
the Tanzanians. Once the crisis was 
over, the German Red Cross team 
went home, leaving the Tanzania 
Red Cross to deal with all the 
problems associated with the interven- 
tion and to handle the repatriation, and 
also compensation to those living in 
the area. 
Alice Mmari, head of community- 
based health programme, Tanzania 
Red Cross 


People could have been encouraged 
to organise themselves from the start. 
We need to affirm that, whatever the 
situation, people must take care of 
themselves. 

Elizabeth Sele-Mulbah, CHAL, Liberia 


If the traditional health system 
provided by healers among the 
refugees (in Mozambique) had been 
allowed to develop, it might have 
produced a programme which made 
more sense to those involved, and 
would certainly have been more 
empowering. 
Report of a participant, who had 
worked in Mozambique, to the Harare 
meeting 


We learnt from the experience (of war 
in Liberia) that a healing and reconcili- 
ation process should be put into action 
as soon as possible. If not, false scars 
form which have to be opened up 
before healing can start. The focus of 
the programme should be justice and- 
reconciliation, forgiveness, restoring 
dignity, and above all building hope 
and spiritual well-being. Peace educa- 
tion work with youth groups and 
community leaders must be a priority. 
Quotation from report of Harare 
meeting 
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It will be a great day when our schools 
and hospitals have all the money they 
need and the military has to hold a 
jumble sale to buy a missile. 
Busisiwe Mabatho Gcabashe, South 
African Development Education 
Programme 


Inthe context of war and political turmoil, 
the factors that influence the 
sustainability of community-based 
health care are thrown into stark relief. 
Look at the quotations. Patricia Nickson 
describes feeling that you have to do 
everything when what you really need 
to do is to decide a strategy, ask for 
help, and support the people who are 
doing the work. Alice Mmari describes 
what happens when outside agencies 
ride roughshod over the local groups 
who will ultimately have to carry the 
can. Elizabeth Sele-Mulbah stresses 
the importance of making people feel, 
from the word go, that they must take 
care of themselves. For the participant 
who had worked with the refugees in 
Mozambique, life in the camp had 
demonstrated the limitations of western 
medicine. It also highlighted the crucial 
importance of recognising, encourag- 
ing and supporting indigenous healers, 
and the development of traditional 
health systems within the camps. From 
experience in Liberia, again, but also 
from Rwanda, Mozambique, Sudan and 
- South Africa comes the suggestion that 
reconciliation is a key aspect of healing, 
and that peace education is an essen- 
tial part of the training of health workers 
in areas where conflict is a possibility. 


Finding health in disaster 


It is difficult, in reading these testimo- - 


nies, to discern much evidence of “the 
medical model”. Throughout them, 
however, run the themes of reconcilia- 
tion, of forgiveness, of human dignity, 
of hope and the healing of the human 
spirit as being cornerstones of health. 
Could it be that the agonies of the 
1990s have insights and lessons for us, 
which will take us into the new millen- 
nium with a vision and a hope that could 
never have come out of a committee 
room, in Geneva or anywhere else? 


The consultation drew up helpful guide- 
lines for community health in times of 


war, and for community preparedness 
in times of disaster. It identified some of 
the lessons learnt from the experience 
of political change. It discussed the 
value of Participatory Action Research, 
and set out some principles for 
sustainability. And then it was ready to 
move on to consideration of the future. 


What was needed was an Africa-wide 
community-based health care network. 
An overall goal would be to facilitate a 
healthy environment for community- 
based health care at local, national and 
continental levels, which would entail 
the mobilisation of human and material 
resources at every level. It would be 
supported by WCC, by CMC-Churches' 
Action for Health, and by the Interna- 
tional Federation of Red Cross and Red 
Crescent Societies. Core groups would 
be Training, Advocacy, Resource 
Mobilisation and Evaluation. The new 
network was christened the Africa Com- 
munity Action Network for Health 
(Afri-CAN for short). 


Key to success would be the partner- 
ships the network was able to build with 
potential allies. There were many other 
groups who had an interest in health. 
Sustainability would depend on having 
as broad a spectrum of partnerships as 
possible. Among them would be civic 
organizations, churches and other reli- 
gious organizations, informal groups, 
external partners, government agencies 
and institutions. There was no question 
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Afri-CAN’s Kambale Kavuo 
prepares for the next morning's 
training session. 


What was needed was 
an Africa-wide 
community-based health 
care network. 
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The first essential was a 
shared vision of what 
they were trying to 
achieve 


Caring attitudes can be 
promoted and enhanced by the 
policies adopted by hospital 
management. 
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of letting governments off the hook, 
though. The health of the people was 
ultimately their responsibility. A 
minimum level of state support and 
funding for community-based health 
care activities should be insisted on. 

.. But nothing lasting comes out of 
dependence on governments and 
outside donors. 

Hari John, Asian Network for 
Innovative Training Trust 


Afri-CAN commits itself to facilitate the 
liberation of people's potential, 
enabling them to transform situations 
which prevent the attainment of health 
in its fullness. 

Mission statement of Afri-CAN network 
The road will not be easy. Africa is many 
countries and cultures, and there is a 
chronic shortage of funds. Neverthe- 
less, three years later the vision remains. 
The network is producing training 
materials, running courses and facili- 
tating resourcing. It publishes a maga- 
zine called Initiatives in Community 
Action for Health, and provides training 
for local groups to be involved in the 
development of the publication. It 
coordinates a system of technical 
support for programmes and provides 
inspiration and solidarity. Afri-CAN is 
important for everyone, because it is a 
genuinely African network, born out of 
African situations and thinking, and 
managed in Africa, by Africans. The 
development of effective, regionally- 
based regional models is going to be 
crucial to the next chapter of the WCC's 
life: but it is difficult to see how these 
models can themselves be sustainable 
without substantial funding from the 
churches and other donors. 


contact 


For discussion: Mark 6, 31-44. The disciples ask 
Jesus to do something about the hungry Beer’. 
Jesus tells them itis their job. But it pi Impossibl 
The turning point in this story comes when Jesus gives 
thanks for what they do have. Can you see any 
fe with the Afri-CAN story? How does this story 

elp with problems in your own situation? 


Building for the future 
Why is it that one institution thrives, 
while another seems to be permanently 


.tottering on the brink of crisis? Dr Kofi 


Asante, executive secretary for health 
at WCC, is currently winding up a study 
which seeks to answer this question in 
relation to church hospitals: a study 
which has major lessons for anyone 
engaged in church-related health care 
activities anywhere. 


In 1994, CMC invited the national health 
coordinating bodies in 12 countries to 
participate in a study on the sustainability 
of health care institutions. Eleven 
agreed to doso, representing 43 church- 
owned or church-operated hospitals. 
The churches which ran the participat- 
ing hospitals were Anglican, Roman 
Catholic, Reformed (mainly Presbyte- 
rian), Pentecostal or Evangelical, 
Lutheran, Baptist, Seventh Day 
Adventist and ecumenical. The study's 
aim was to identify which factors in 
existing structures and practices 
improve the viability and long-term 
sustainability of church hospitals and 
health programmes. 


There were, as one would expect, many 
similarities among the hospitals in the 
study. Many of those which were totter- 
ing were seen to be doing good work in 
some areas. However, among those 
which had achieved a degree of 
sustainability, the following character- 
istics were noted. 


The first essential was a shared vision 
of what they were trying to achieve, and 
a Clearly articulated mission statement, 
creating between them a strong sense 
of shared ownership and commitment. 
These had been related to the daily 
work of the hospital and translated into 
behaviour objectives. They were 
revisited regularly in induction training 
sessions, retreats and other meetings. 


Effective and dynamic leadership was 
another key factor in the way the 
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successful hospitals were run. This was 
backed by boards of directors or man- 
agement committees representing a 
variety of interests, who set the agenda 
without trying to engage with the day- 
to-day management of the hospital. It 
was important for staff to feel that man- 
agement and leadership were rooted in 
Christian values. It was also helpful if 
the hospital was managed in a way that 
was sensitive to the factors present in 
the community. 


Hospital A, based in a hilly, rural area, 
is surrounded by a poor road network. 
Most patients arrive on foot or on an 
improvised home-made stretcher 
known as anngozi. Staff at the hospi- 
tal realised that the ngozi ambulance 
service was important to the commu- 
nity. Each 20-30 households arrange 
among themselves how to ensure that 
all households can take advantage of 
the service should they need it. The 
ngozi groups also provided funeral 
services. Hospital staff decided to 
organize a meeting with the repre- 
sentatives of the ngozi groups which 
led to the introduction of one of the 
first rural health insurance schemes in 
the country. Ngozi coordinators now 
collect a small but regular payment 
from each family which is paid to the 
hospital in order to cover the costs of 
necessary treatment. 
Report of the study in Contact 158 on 
Sustainability. 


A reputation for quality of care acts like 
a magnet in drawing patients to a hos- 
pital, as does a history of excellence in 
a particular speciality (for instance eyes 
Or surgery), or a disease, such as 
leprosy. Sometimes this had been built 
up decades before by a missionary 
doctor and allied staff, and the tradition 
has been kept alive by their succes- 
sors. Such a reputation boosts outpa- 
tient visits and increases bed occu- 
pancy, both criteria which increase 
sustainability. 


The higher the ratio of trained staff, the 
more likely the hospital is to be sustain- 
able. Second line training, with supervi- 
sors sharing skills with other staff, is 
important, particularly in the strongest 
specialities. But it is often difficult to 
keep good staff, particularly in remote 
areas. The availability of good schooling 
is often a key factor here. 


The fact that Hospital C was running a 
successful primary school was 
considered to contribute substantially 
to its staff stability. 

Report of the study in Contact. 


While money is not everything, it goes 
without saying that adequate financing 
is a key factor in sustainability. It helps 
when a hospital is able to attract local 
funds as well as external donations. If 
the trust of donors is to be retained, it is 
essential that the integrity of the 
accounting procedures and the finan- 
cial administration be widely known and 
accepted. 


Other factors influencing sustainability 
were the /ocation of hospitals. Those in 
urban areas, with a money earning 
clientele, did best; though some well 
populated rural areas were sufficiently 
prosperous to sustain hospitals. The 
attitude of churches also varied: where 
the church puts material support into 
the hospital rather than trying to take it 
out, itincreases the likelihood of survival. 


These findings may not appear to be 
particularly revolutionary. However, it 
must be said that not a single one of the 
hospitals surveyed complied with all 
the “critical determinants” set out above 
at the time when the study was carried 
out. Given the emphasis on market 
forces, and the current drought in exter- 
nal and local government funding, many 
of them may not survive unless they 
make remedial changes. This study 
provides a checklist for hospitals and 
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Primary school facilities make a 
difference: Guatamalan girls 
enjoy class. 


The availability of good 
schooling is often a key 
factor here. 
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Didier Bregnard/Unicef 
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Global networking: Institute for 
Religious Studies (ISER) in Rio 
de Janeiro, Brazil, provides 
AIDS information materials as 
well as spiritual assistance for 
people with HIV and AIDS. 


It gives readers a sense 
of not being on their own 
in their struggle for 
dignity in health care. 
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other health care organizations as they 
look into the future. 


For discussion: Psalm 127, 1-2. The psalmist says 
people who build houses are wasting their time if the 
Lord is not the head builder. What would be the 
defining characteristics of an organization or commu- 
nity which God has built? What would not happen 
there? Relate this discussion to issues that have 
emerged in your own experience. | Corinthians 3-17 is 
also relevant here. 


Maintaining Contact 

If a global network is to function effec- 
tively, it must have a way of enabling its 
members to communicate with one 
another. Since 1970, Contact has been 
a major programme of the Christian 
Medical Commission, and subsequently 
of CMC-Churches Action for Health. It 
has continued to report on the issues, 
the thinking, the programmes, the 
debates, the priorities in health and 
healing worldwide. 


In 1993, the decision was taken to 
commission a full evaluation of Contact. 
It was split into four parts: a readership 
survey of randomly selected readers, a 
bulk distribution questionnaire, an 
in-country mailing list review, and focus 
group discussions in nine countries. A 
total of 1,660 questionnaires were 
mailed to 30 countries, taking care to 
cover speakers of all the languages in 
which Contact is published (English, 
French, Spanish, Portuguese). The 
response rate for the questionnaires 
was high. 


The study demonstrated that Contact's 
innovative approach to integrated health 


contact 


care is much valued, both in urban and 
rural areas, for its wholistic view of 
health, and for the emphasis it gives to 
community health care. It gives readers 
a sense of not being on their own in their 
struggle for dignity in health care, and 
they identify with Contact's commitment 
to the poor. The questionnaire revealed 
that readers were well-educated. Eighty 
per cent of them had received at least 
11 years of schooling, 75% were 
professionally involved in promoting 
community health, and 30% worked in 
church-based organizations. 


Contact's Christian orientation is valued 
by readers, although it is also widely 
read by non-Christians, especially in 
Asia. In Latin America, where the Roman 
Catholic church heads up the majority 
of community health work, people 
expressed appreciation of the way 
Contacthighlights issues of social justice 
and human rights. In Eastern Europe 
and Africa, the value of the Christian 
approach is underlined. 
For a workshop on AIDS in’ 
Concepcion, Contact provided a 
theological background on AIDS which 
helped organizers understand what 
their standpoint should be .... the 


workshop was a great success. 
Focus group discussion report, Chile 


Asked to evaluate the useulness of 
Contact's articles, there was an over- 


. whelming consensus that it had 


benefited readers' work. It had been 
used to reinforce prevention in primary 
health care. In Asia, Africa and Latin 
America, articles have been used for 
working with groups. 


The articles have helped in writing 
‘ other health booklets such as 
“Practical Teaching in Health’. Some 
themes were chosen and presented at 
referral centres for educating youth. 
Focus group discussion report from 
Kenya 


.../ts content alone validates it... Chile 


The simple and informal language is 
easy to understand. Even a person 
educated up to school level (10 years 
of education) can understand it. 
Children can understand the language 
because of the very simple words 
used. 

Focus group discussion report from 

India 
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Uses to which Contact is regularly put 
include reading and sharing, teaching, 
programme development, reading and 
keeping, lectures, sermons and storing 
for reference. Articles on population, 
breastfeeding, women's issues, agfri- 
culture and hygiene were mentioned as 
having been of particular interest. 


Respondents and focus groups were 
asked to make suggestions about how 
Contact might be improved. Answers 
included the need for greater relevance 
to particular regions. Regional Contact 
networks and discussion groups, were 
suggested, plus giving better publicity 
and promotion, and improved methods 
of incorporating suggestions from the 
readership in the regions. 


There has been much discussion, 
recently, about the future of Contact. 
‘There are other magazines, today, 
which fill similar functions. It is claimed 
in some quarters that the global news- 
letter is a clumsy channel of communi- 
cation. It is expensive to produce, it 
costs money to mail. The newsletter of 
tomorrow, it is Suggested, will be 
electronically transmitted, and accessed 
via the Internet. With your own Web 
site, why do you need a newsletter? Or 
so the story goes. Interms of the average 
Contact reader, this view is entirely 


contact 


unrealistic. There is no likelihood, in the 
foreseeable future, of regular access to 
electronic communications among 
those to whom Contactis most valuable. 


The evaluation, therefore, speaks of 
the value respondents placed on 
Contact. But it also speaks of a desire 
for change. If the magazine is to have a 
long-term future, it will need to give 
attention to how it combines the global 
perspective, on the one hand, with a 
more local and regional approach in the 
provision of news, thinking and 
examples. It will need to look more 
closely at what it means to be a specifi- 
cally Christian newsletter. 


For 28 years, Contact has provided a 
regular channel of communication within 
the CMC family, and it looks forward to 
continuing this tradition in a creative 
new way. After this double issue, 
Contact will be produced by the 
partnership described in the editorial. 


The next chapter, entitled “At the cross- 
roads”, will speak of the turning point at 
which, not only Contact, but the CMC - 
Churches' Action for Health finds itself. 


For discussion: Acts 2, 5-11. The disciples find them- 
selves, miraculously, able to communicate good news 
to everyone. If you had to describe the newsletter that 
would help you most, what wouldit be like? How could 
it be achieved? For whom would it be good news? 
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It will need to look more 
closely at what it means 
to be a specifically 
Christian newsletter. 


Community health workers in 
London reading Contact. 
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Love in atime of AIDS: the 
health clinic of Centro Velho, 
Santos, Brazil. 
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But we should also 
be willing to dream 
dreams 


Realism and hope 

In this edition of Contactwe are inviting 
readers to start thinking about what 
comes next. What should be the priori- 
ties of a global Christian organization in 
the development of effective action for 
health? What, in the next decade, should 
set the agenda of CMC-Churches’ 
Action for Health? 


In his recently published book “To Be 
The Church”, WCC's Secretary General 
Konrad Raiser argues that the future of 
the ecumenical movement should be 
rooted in the concept of what he calls 
“eschatological realism’. On the one 
hand, we have the world we read about 
in the newspapers, or see in our own 
surroundings: a world that can seem 
full of fear and cynicism, poverty and 
pain. On the other hand, there is the 
expectation of that better world which 
Jesus called the kingdom of God: the 
hope for something beyond what we 
have now, of which we get occasional 
glimpses, and whose existence is the 
cornerstone of our faith. The Christian 
project is to live fully in the world as it is 
(from which all possible futures must be 


born), but to do it in the light of that 
other, longed-for future, and in the 
anticipation that it can be achieved. 


The decisions we make and the plans 
we build for our institutions must be 
based on both the futures: the future 
which incorporates the raw maierial of 
the fragile and imperfect present, and 
the future which claims, as its own, the 
great prophetic visions of the Judaeo- 
Christian tradition. We must, of course 

consider the signs of the times. We 
mustbe ruthlessly truthful with ourselves : 
about the present. But we should also 
be willing to dream dreams, see visions, 
recognise the truth that is contained in 
our experiences of human love and 
friendship, of beauty and creativity, of 
reconciliation growing out of bitterness 
and war, of community, of courage and 
heroism, wisdom and endurance, of — 
great parties and effective worship and 
inspiring liturgy. From the tension that 
exists between the reality and the 
dream, the right decisions will be born. 


Looking back over the history of the 
Christian Medical Commission, it can 
be said that its fine record of achieve- 
ments has resulted from the ability of its 
members to work for change in a way 
that combines both ways of looking at 
the future. The dual role of functionary 
and prophet can be confusing, but it 
has great strengths. CMC reflected on 
Jesus the healer; it dreamed of a model 
of health care that benefited the poorest; 
then it set out to be an advocate for that 
dream, and to show that it could really 
happen. It looked at New Testament 
models of community, and dreamed of 
what would happen if competing groups 
learnt to collaborate: and the coordinat- 
ing agencies were born. Jesus per- 
ceived the fear and lack of confidence 
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which prevented people from picking 
up their beds and walking, and he freed 
them: CMC initiated a process of edu- 
cation for empowerment and capacity 
building that was based on honest as- 
sessment of realities combined with a 
vision of what could be. 


To Jesus, people who were excluded 
from society-were particularly dear; so 
when HIV made its appearance, CMC 
was at the forefront in promoting pro- 
grammes, developing methodologies, 
which combined a grasp of realities with 
a vision of community made better and 
stronger by facing them. Jesus tried to 
make others face up to the exploitation 
of poor people by those who were part 
of “the system”: CMC responded to the 
irresponsible marketing of pharmaceu- 
ticals to poor people not just by talking 
about it, but by showing that it was 
possible to challenge it responsibly and 
affordably, with the help of partnerships 
which are in themselves empowering. 


But the CMC is not just about pro- 
grammes: it is about movements. It is 
also about friendship: about friends 
falling out and coming together again, 
friends for whom the goal is always, 
ultimately, greater than the source of 
disagreement. It is the thirty-year story 
of a global network, rooted in human 
experience, dedicated to healing and 
to justice, inspired by the Spirit, returning 
always to the word of God for its primary 
inspiration and guidance. 


Looking ahead 
What, today, is the World Council of 
Churches' role in health? Twenty years 
ago there were few organizations oper- 
ating on a global level. Then, many of 
the WCC's programmes were unique. 
Today, there is a huge list of interna- 
tional groups: environmental agencies, 
women's organizations, AIDS networks, 
human rights monitoring groups and so 
on. CMC was instrumental in setting 
some of them up: IBFAN, the Interna- 
tional Breastfeeding Action Network; 
PAG, the Pharmaceutical Action Group; 
ICAN, the International Christian AIDS 
Network. Each has its own organiza- 
tional base and its own natural constitu- 
ency. These networks — many of them 


struggling, constantly re-inventing them- 
selves — are nevertheless the visible 
evidence of a commitment to health, in 
its very broadest sense, which is rooted 
in local situations, but keeps its eyes 
fixed on global realities. 


CMC, like WHO, has made it a priority to 
resource the development of such ini- 
tiatives. The fact that the. international 
health networks have now taken up so 
many of the challenges is a tribute to 
the Commission's effectiveness. CMC 
has enabled communication and 
resource sharing between regions and 
Organizations, set up educational 
activities, encouraged partnerships, 
found sources for funding, provided 
personnel, identified and promoted 
useful methodologies. As aresult, many 
of the functions previously located in 
the coordinating office in Geneva can 
now be performed elsewhere. At 
regional level, Afri-CAN is now pioneer- 
ing capacity-building in community- 


‘based health care; and from January 


1999 the Christian Medical Association 
of India, with its long history of working 
with the churches on health care issues, 
will take responsibility for the publica- 
tion of Contact. 


What, then, are the new challenges 
confronting a global Christian health 
network? 


Thirty years ago, it was out of a process 
of ethical reflection that the Christian 
Medical Commission was born. The 
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The fact that the 
international health 
networks have now 
taken up so many of 
the challenges is a 
tribute to the 
Commission's 
effectiveness. 


Street demonstration in the 
Philippines. 
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Ideologies of continuous 
growth, the market, and 


liberal economics have 


become the dominating 


ideas of our time 


Child beggar at the feet of 
wealthy citizens. 
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Tubingen meetings set the agenda 
which provided the ideas and the energy 
for WCC's early thinking about health 
care. The Jenkins/Bryant dialogues fired 
people with a sense that the crucial 
issues of justice and health care were, 
at long last, being addressed. These 
conversations acted like magnets, and 
people from all over the world found 
themselves drawn into them. 


Today, talk to anybody involvedin health 
care, and they will tell you that the 
challenges — while different — are as 
massive as they ever were. Everywhere 
in the world, people speak of a global 
environment which is itself hostile to the 
vision of wholeness which the 
ecumenical movement seeks to 
embody. Ideologies of continuous 
growth, the 
market, and 
liberal 
economics have 
become the 
dominating ideas 
of our time — 
accepted as 
inevitable even 
among those 
they disempower. 
In the name of 
health care, 
huge resources 
are spent on 
genetic engineering, and on therapies 
that will not touch the health needs of 
90% of the world's population. In the 
meantime, there is a growing belief that 
scientifically based models of health 
care do not deliver the goods, combined 
with a lack of public information about 
the alternatives that are on offer. 


Konrad Raiser speaks of the distinction 
between movement and institution: the 
importance of overcoming the institu- 
tional captivity of ecumenism, and of 
nurturing the sense of “ecumenical 
movement”. These issues fall outside 
the agenda of most Christian churches 
and health care institutions. And yet 
they seem to be present in the very air 
we breathe. They are about how we 


create non-exclusive institutions, how 
people can be helped to become self- 
sufficient, how wholeness can become 
a reality within communities. They are 
common to all cultures, north and south. 
They are issues for those who are inside 
and those who are outside major insti- 
tutions. They are among the key ethical 
issues of our time. 


In 1997, the World Health Organization 
renewed its commitment to “health for 
all” (see WHO's Health for Allin the 21st 
Century). The developmentof an ethical 
dialogue about health is a key aspect of 
its new vision. The promotion of ethical 
dialogue is a key element, too, in the 
Christian project. It is an opportunity 
that must not be missed. In taking up 
the challenge, using the methodolo- 
gies and networks developed over the 
years, the WCC family can once more 
become leaders in the field of interna- 
tional thinking about health care. It will 
expand the debate within the churches, 
promote it in secular academic and 
professional circles, and present in a 
form that ordinary people can under- 
stand. 


Ethics or morality is not primarily a 
matter or formulating norms on which 
to base ethical judgements. Rather it is 
a process by which people learn in 
community the distinction between 
good and evil and how to walk the way 
towards a fully human life. 

Konrad Raiser in “To Be The Church” 


The next three sections suggest par- 
ticular focuses within the three broad 
areas of concern set out above. Each 
focus is followed by a quotation and a 
description of the situation. A biblical 
reference is also suggested to read in 
relation to the issue described. We invite 
you to read and think about these focal 
areas and respond to us with any com- 
ments or suggestions you might have. 
Maybe you would like to describe how 
these issues affect you and your com- 
munity. Maybe you could tell us about 
what is being done in your region to 
address one of these issues. Perhaps 
you want to voice a special challenge. 


Please use the sheet found on page 53 to send your comments to us. 


contact 
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DISCUSSION THEMES 


MORALITY AND THE MARKET 


1. Privatized health care 


Governments need to promote greater diversity and competition in the financing and 
delivery of health services. Government financing of public health and essential 
Clinical services would leave the coverage of remaining clinical services to private 
finance, usually mediated through insurance, or to social insurance. 

Investing in Health, The World Bank 1993 


The ecumenical vision challenges all structures that produce exclusion. 
Konrad Raiser, in “To Be The Church” 


All over the world, government health services are under pressure. The rising. 
costs of health care, the growth of technology, larger populations of old people, 
the catastrophic effect of HIV infection, reduced giving, the growth of middle 
_Classes with high expectations in terms of quality: in many countries, north and 
south, the statutory health care bodies are reeling under the combined weight of 
all these factors. In its 1993 World Development Report, the World Bank 
recommended a partial restoration of medical models of health care, which are 
much simpler to evaluate than the complex process that takes place in community- 
based health care. In tandem, it recommended (see above) that countries move 
towards privatized health services: suggestions that sent shivers down the spines 


of many people, who saw the gains of the past twenty years disappearing. 
iti g P pe PP g Growing numbers of 
Is privatized health care an issue in your area? Is it, on the whole, a good or a bad thing? What can be done to 


monitor the effects of privatised health care? Suggested biblical passage to accompany this discussion: Luke people will never 


Be best benefit from the 
new, globalizing 
2. Globalization economic order. 


The emergence over the past decades of transnational and increasingly world-wide 
structures of communication, finance and economy has created a particular kind of 
global unity. It is evident that the cost of this has been growing fragmentation of 
societies and exclusion for more and more of the human family. 
Towards a Common Understanding and Vision of the World Council of Churches. 
(WCC 1997) 


All relationships within civil society are based on a sense of moral obligation and 
basic trust in the reliability of the social order. Under the impact of aggressive 

globalization and the spread of materialistic values, this essential moral fabric is 
beginning to erode. . 
Konrad Raiser, in “To Be The Church” 


Gradually, over the past ten years, the power of national governments has been 
eroded. In Chile, for instance, the government has been pressured into repaying 
its debts and into making people pay for health care and other services. As a result, 
many people do not seek help when they need it. Also, TV, fast travel and 
international communications networks give an illusion that we are one world, with 
shared values. In fact, growing numbers of people will never benefit from the new, 
globalizing economic order. 

What evidence of globalization do you meet in your own life? Is it good, or harmful, or both? What can a Christian 


health network do to counteract the harmful effects of globalization? Suggested biblical passage to accompany 
this discussion: Psalm 19, 1-4 
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The technical feats 
which seem capable 
of producing 
customised human 


beings have to be 


paid for with a huge 
slice of the budget 
available globally for 
health 


3. Hospital and community? 


The criterion for re-assessing the institutional structures of ecumenical organizations 
must be this: are their activities and the way they function geared to building and 
nurturing the kind of relationships between the churches which enable the common 
life and witness of local Christian communities as communities of hope? 

Konrad Raiser in “To Be The Church” 


Much has been said about the relationship between hospital-controlled and 
community-controlled health services. This, in a sense, is where the Christian 
Medical Commission began, back in 1968. Today, immense progress has been 
made in the creation of viable community health services. And yet few people, 
today, question the crucial role played by the hospital in providing back-up for 
those services. The time has long passed when WHO, CMC and others could take 
the view that tertiary services must go. The research, referral, training and 
financial resources of the hospital are essential to the system as a whole. 
Furthermore, in many areas mission hospitals are making a comeback: reluctantly 
perhaps, and in response to desperate national situations, but part nevertheless 
of the ministry of the church world-wide. Contemporary thinking about civil society 
places great stress on the role these medium sized institutions play in strength- 
ening the lives of communities and nations. 


What is the relationship between hospital-controlled and community-controlled health services in your area? 
What would you ideally like this relationship to be? What could be done to help this happen? Suggested biblical 
passage: Matthew 22, 15-21 


THE CHALLENGE OF BIO-ETHICS 


1. Genetic engineering 


The central dynamic of the ecumenical vision is the conviction that the possibilities 
of life are enhanced for all when they are shared. 
Konrad Raiser in “To Be The Church” 


Feelings tend to run high when there is talk of genetic engineering. The cloning 
of animals, for instance, is the first step to the cloning of people, and this can open 
the way to all kinds of political and social manipulation. In the imagination — and 
maybe in reality — it becomes an instrument for ensuring ethnic purity, or producing 
boy babies, workers, or an endless supply of replicas of this or that dictator. But 
there is no halting the advance of technology, nor would it be desirable. It was 
science, after all, which produced clean water technology, antiseptics and 
vaccination. Further, scientific advance has a momentum of its own.lIf scientific 
developments are found to be possible, they will happen provided somebody 
wants them enough and will pay for them. 


The task of science is to dictate what canbe done. Deciding what should be done 
is a matter for the ethicist, whose criteria will be to do with values, human dignity 
and quality of life. Much of what passes for scientific progress goes largely ignored 
by the majority of health professionals, because it seems not to interface with their 
world in any way. And yet it does. The technical feats which seem capable of 
producing customised human beings have to be paid for with a huge slice of the 
budget available globally for health: a budget which, in many parts of the world, 
is not currently providing enough to pay for basic community health services for 
the 1.1 billion people who currently live in acute poverty. And that really is a matter 
for ethical debate. | 

What would be your vision of a healed, integrated health service? What is the ethical issue for Christian health 


professionals when decisions have to be taken about money spent on scientific research? Suggested biblical 
passage to accompany this discussion: | Corinthians 12-31 
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2. Controlling population 


The ecumenical vision seeks to strengthen processes which heal broken relation- 
ships and enhance the viability of human communities. It therefore challenges all 
notions of human rights and human freedom which disregard the common good and 
rights, dignity and freedom of others. 

Konrad Raiser in “To Be The Church” 


Population control is a deeply contentious issue, and a huge challenge to. 
ecumenical collaboration. It was passionately debated at the UN International 
Conference on Population (Cairo 1994) and the UN Conference on Women 
(Beijing 1995). As a result, ecumenical groupings, terrified of rocking the boat, will 
often avoid any over-specific discussion on the subject. Nevertheless, contracep- 
tion, abortion and euthanasia are key ethical issues for our time, both personally 
and in the development of healthy communities. Confrontation and the language 
of human rights are not always the most helpful way of dealing with them. But there 
are other possible ways forward. The experience of HIV/AIDS has led to mature 
reflection on the use of condoms. A statement from the US Catholic Bishops set 
out convincing arguments for the concept of a “consistent life ethic”. In any serious 
debate about the ethics of health care, it is hard to see how these issues can be 
ignored. 


These issues raise questions about the sanctity of life itself. What kind of society do we want to live in? Suggested 
biblical passage: Zechariah 8, 1-8 


FAITH AND HEALING 


1. Traditional medicine and indigenous peoples 


To Maori, physical well-being is inseparable from that of our spiritual, cultural and 
environmental / economic well-being. 
Tara Tautari, Aotearoa-New Zealand, Contact 154, 1997 


Authentic African health programmes neéed to be built on local interpretation of 
traditional beliefs and practices relating to polygamy, disease, death and burial. Traditional 
Kwame Bediako, Ghana, Contact 151, 1997 Pa tae 


Health was defined as a dynamic process of striving both for harmony and for the frequently have... a 
source of life. It was also recognised that the process involved maintaining the link q y ay 
between nature and the community. system of indigenous 

Delegate to a Guatemalan seminar on indigenous health medicines nat cone 


Imposing western medical principles on traditional communities is often counter- very little and has 
productive, particularly when this is combined with an aggressive campaign — as 
in Nestlé's babymilk marketing — to discredit the old ways. Because it destroys 
people's confidence in what they know and makes them opt for what they don't 
understand, it also makes it difficult for a community to work out its own survival 
Strategies in times of crisis. And yet traditional communities frequently have very 
well developed spiritualities of health, and also a system of indigenous medicines 
that costs very little and has stood the test of time. So far there have been few 
objective trials of the efficacy of indigenous medicines, and as a result, people are 
denied the resources for making informed decisions about their own health care. 
What contribution have indigenous communities to make to our understanding of healing and the healed 
community? What are the potential ci cling Sis of experimenting with traditional medicines? Is a balance 


leas and if so, how is it to be achieved? Suggested biblical passage to accompany this discussion: Mark 
, 28-34 


stood the test of time. 
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Faith healing is a 
major source of 
concern to some 
churches, and a 
source of new 
members 

for others. 


2. The churches as healing communities 


Within and outside the fellowship of the congregation are people longing for mutual 
caring and solidarity. They are the sick, lonely, handicapped, oppressed, 
marginalized, and those with social problems such as divorce, unemployment, 
unplanned pregnancy etc. In ministering to these people churches are involved in 
healing. 

Health Healing and Wholeness: The churches' role in health WCC 1990 


The Bethel Baptist Healing Ministry in Kingston, Jamaica, is a congregation- 
sponsored wholistic community-based service. It offers a setting where care is 
provided in the church by Christian medical personnel who work together with 
pastors and psychologists to provide prayer and spiritual counselling as well as 
medicines. The motto of Bethel's ministry is “Total healing to the whole person”. 
Caribbean consultation, Health Healing and Wholeness study 


For the whole of CMC's thirty years, it has had two separate briefs. One is the 
functional one, focusing on structures of health care and so on. The other is the 
mandate to relate the healing ministry to local congregations, the churches 
themselves, and the lives of ordinary churchgoing Christians. The Commission 
has come back again and again to the challenge of developing characteristically 
Christian theologies of spirituality and of healing, but seems always to have drawn 
back and moved on to things which seemed, at the time, more urgent. 


What makes this a timely challenge? Can most churches be described as “healing churches”? What would be 
the characteristics of “a healing church”? Suggested biblical passage: Ephesians 4, 1-16 


3. Faith healing 


Ten thousand people went to the stadium to the healer last night. He came from up- 
country in the north. If you give him money he will cure you from Slim (AIDS). Then 
next day you go for a blood test and you are cured. 

Young man on bus in Kampala 


One of the main reasons for church growth in the protestant churches in China is 
the practice of faith healing. 
Chinese pastor 
Faith healing is a major source of concern to some churches, and a source of new 
members for others. It is particularly popular among pentecostal Christians. There 
seems no doubt that it sometimes works. Also, there is no doubt that people are 
sometimes exploited. Often claims are made for it that seriously undermine crucial 
health education messages: for example that you can be cured of AIDS, or that 
it can replace childhood immunization. But there is very little objective evidence, 
to help give people the confidence that they know when they are being exploited. 


Have you or your family or friends ever experienced faith healing? How seriously do you think the church should 
take it? Suggested biblical passage to accompany this discussion: Luke 17, 11-19 


The awareness of a common calling is the inner dynamic of the ecumenical 
movement. Thus no institutional reform will be successful unless it is accom- 
panied and guided by the effort to clarify and re-affirm the ecumenical vision. 
Konrad Raiser in “To Be The Church” 


Leads 


The leaves of the tree of life are for the healing of the nations. 


Revelation 22,2 
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TELL US WHAT YOU THINK! 


These two pages are for you to write Please send your ideas to: Contact, 
what you feel about the recommenda- World Council of Churches, PO Box 
tions put forwardinthe previous section. 2100, 1211 Geneva 2, Switzerland. 
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Dame Nita: Caribbean Woman, World 
Citizen 

Blackman, a life-long family friend, wrote 
this book in 1995, the same year in which 
Dame Nita Barrow, former director of CMC, 
died. She had assumed the highest office 
in her native Barbados, that of governor 
general, in 1990. Prior to that Nita had 
been her country’s representative to the 
United Nations. The role she played in 
both these positions was built on a life 
experience of choosing challenges and 
Opportunities to learn and serve. Each 
prepared her for the next. 


| met her at international nursing meetings 


and, as a nurse, | was always proud that - 


her five-year training programme at 
Barbados General Hospital had led her to 
public health and into education of nurses 
in many English-speaking Caribbean 
countries. 


Nita’s efforts not only helped nurses but 
led to the improvement in positions for 
women worldwide. She became world 
president of the YWCA and then president 
of the International Council of Adult Edu- 
cation. Another important leadership role 
she played was as head of the NGO Forum 


NETWORKING 


USEFUL PUBLICATIONS 


at the Third Assembly of Women in Nairobi, 
Kenya, in 1985. At the World Council of 
Churches, she received global acclaim for 
her work and competence as the director 
of CMC. 


The worldwide respect shown to Nita is 
reflected in the many honorary degrees 
and awards made to her, but perhaps most 
important is to understand her desire for 
new challenges and to work in new ways. 
Her biographer gives examples of the spirit 
of diplomacy and competence she brought 
to the tasks she performed. He justly 
describes her as charming, inspiring, 
powerful and warmhearted. Nita was also 
fearless, fair and faithful to the Christian 
teachings of her upbringing. She was truly 
a good and faithful servant, who did well in 
all she did. She was also a Caribbean 
woman and a world citizen. 


Dame Nita: Caribbean Woman, World Citi- 
zen \s published in hardback and paper- 
back by Francis Blackman, lan Randle 
Publishers, 206 Old Hope Road, Kingston 
6, Jamaica. ISBN 976 8100 74 5 (paper- 
back). 


Review by Marilyne Gustafson, University of Minnesota 
School of Nursing, USA. 


| read with some concern your comments on the changes on the horizon and the future 
of Contact on the last page of the April-May edition. | sincerely hope that ways of 
continuing with this publication can be found. Although not doubting the need of the 
WCC to consider health and wholeness from the various listed perspectives, the 
strength of Contact is in its great practical relevance. | am sure that many people working 
under very difficult and demoralising conditions must have been greatly helped and 
encouraged by the articles. For those of us working in somewhat “ivory tower” 
environments, Contact exposes us to the realities of sickness and suffering and helps 
to make our work much more relevant. | have found Contact to be most enlightening and 
have cited several articles in my recent publications on the global emergency of 
tuberculosis. | hope that Contact will continue to exist and will go from strength to 
strength. . 
John M Grange 
Imperial College School of Medicine 
University College London, UK 


Sales and distribution of “Where women have no doctor” (reviewed in Contact 160) are 

going very well, and it is currently being translated into Arabic, Spanish, Burmese, 

Vietnamese, Haitian Creole, Chinese, Tagalog, Hindi, Gujerati, Marathi (and there may 
be a few more that I’ve forgotten). As you can imagine, we're delighted! 

Jane Maxwell 

Women’s Health Editor 

Hesperian Foundation 

Berkeley, California, USA 
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ANNOUNCEMENT 


Dr Gro Harlem Brundtland 


Contact is a periodical publica- 
tion of “CMC-Churches’Action 
for Health” of Unit Il, Churches 
in Mission: Health, Education, 
Witness, of the World Council of 
Churches (WCC). Itis published 
six times a year in 
English, French, Spanish and 
Portuguese. Selectedissues are 
also published in Kiswahili in 
Kenya. Following our recent 
mailing list review, present 


circulation is approximately 
15,000. 


Woman heads WHO 

Dr Gro Harlem Brundtland, a leading envi- 
ronmentalist and former Norwegian prime 
minister, became WHO’s new Director- 
General on 21 July 1998. In her accept- 
ance speech, Dr Brundtland affirmed her 
conviction that societies can be changed 
and that poverty can be fought. One of her 
main targets is “to help countries build 
sustainable health systems that can help 
reach equity targets and render quality 
services to all’. She believes that WHO 
should back two projects. One would “roll 
back malaria” and would be “spearheaded 
by Africa”. The second would address a 
major cause of premature death - tobacco. 
She said: “| am a doctor. | believe in 
science and evidence. Let me state here 
today. Tobacco is a killer’. 


Dr Brundtland, the first woman to become 
Director-General of WHO, clearly intends 
to give special attention to the health of the 
poor. She concluded her speech with these 
words: “I envisage a world where solidarity 
binds the fortunate with those less fa- 
voured. Where our collective efforts will 
help roll back all the diseases of the 
poor. Where our collective efforts as- 
sure universal access to compassion- 
ate and competent health care. Bringing 
the world one step closer to that goal is 
our call for action.” 


On her first day in office, Dr Brundtland 
implemented a new code of conduct for 
financial disclosure. From now on, all high- 
level officials - including the Director-Gen- 
eral and her cabinet members - will have to 
reveal all their financial and other interests 
in the private sector. On 24 July, the 
Rockefeller Foundation signed the papers 
for a US$ 2.5 million Global Health Leader- 


ship Fund to support the reform process 
at WHO. 


World Health Organization home page on 
the Internet is at http://www.who.ch 


Launch oflnitiatives in community action 
for health 

Afri-CAN, the African Community Action 
Network for Health, founded at a meeting 
in Harare jointly organized by CMC- 
Churches’ Action for Health and the Inter- 
national Federation of Red Cross and Red 
Crescent Societies, has launched its own 


~magazine. Initiatives is published quar- 


terly in English and French and aims to 
bring attention to individual and collective 
initiatives that will help to build a continen- 
tal community health strategy. The first 
issue, which appeared in April 1998, posed 
the question “What about health for all?” 
and includes an interview with Dr Dan 
Kaseje, a former CMC director, on the 
need for charismatic and democratic lead- 
ership in community-based health care. If 
you would like to receive a copy of the 
magazine and become a member of Afri- 
CAN, write to: Dr Dan Kaseje, Afri-CAN 
General Secretary, Afri-CAN Secretariat, 
PO Box 73860, Nairobi, Kenya. Tel: 254 
2 711416 or 729095. Fax: 254 2 711918. 


WCC Assembly Padares 

At the World Council of Churches’ Eighth 
General Assembly in Harare, Zimbabwe, 
participants will run padares (which means 
“meeting place, especially to discuss com- 
munity concerns” in the Shona language 
spoken in Zimbabwe) on the following 
health themes: the work of CMC, church 
health services, disability, women’s health, 
alcoholism and drug abuse, and commu- 
nity participation and sustainability. 


Contact deals with varied aspects 
of the community’s involvement in 
health and seeks to report topical, 
innovative and courageous 
approaches to the promotion of 
health and integrated development. 
A complete list of back issues is 
published in the first annual issue 
of each language version. Articles 
may be freely reproduced, provid- 
ing that acknowledgement is made 
to: Contact, the publication of CMC- 
Churches’ Action for Health, WCC. 
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Editorial Committee: Kofi Asante, 
Daleep Mukarji, Simon Oxley and 
Diana Smith; Editor: Diana Smith; 
Design: Michel Paysant. 

Printed on recycled paper by 
Imprimerie Arduino. Mailing list: 
Fernande Chandrasekharan. All 
correspondence should be 
adressed to: CMC/WCC, P.O. Box 
2100, CH-1211 Geneva 2, 
Switzerland. Tel: 41 22 791 61 11. 
Fax: 41 22 791 03 61. E-mail: 
dgs@wcc-coe.org 


The average cost of producing 
and mailing each copy of Contact 
is Swiss francs (CHF) 4 (US$ 
3.50), which totals CHF 24 (US$ 
21) per year for six issues. 
Readers who can afford it are 
strongly encouraged to subscribe 
to Contact to cover these costs. 
Please note that orders of back 
issues of Contact are also 
charged the above rate. 
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